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The purpose of this paper is to review and 
present some of the established facts concerning 
bronchogenic carcinoma. In recent years, a 
number of outstanding surgeons and _ internists 
have shown considerable interest in this field. 
There is, however, a need for even more interest 
among the members of the profession in general 
if the successful treatment of this disease is to 
be accomplished. 


HISTORY 

Bronchogenic carcinoma is a “young disease.” 
It is only in recent years that many successful 
cures have been established. The reasons for 
this delayed success are many, but among those 
that should be mentioned is incorrect diagnosis 
resulting in improper treatment. As late as 1912, 
Adler considered and stated that primary malig- 
nant neoplasia of the lung was among the rarest 
of diseases. Successful pneumonectomy for 
bronchogenic carcinoma was first performed by 
Graham and Singer in 1933 and was done by 
Rhienhoff about the same time. Since then, many 
cases have been reported with numerous technics 
described. Within recent years, the “cures” have 
been increasing, and this progress should be an 
incentive for more diligent work and study 
along this line. 


INCIDENCE 

Primary bronchogenic carcinoma is a common 
disease and should be so designated. Broncho- 
genic carcinoma accounts for approximately 5 to 
10 per cent of all carcinoma. It is estimated that 
fifteen thousand persons die annually of this 
disease in the United States. It is second, and 
almost equal in incidence, to carcinoma of the 
stomach. There is some discussion at present 
as to whether bronchogenic carcinoma is on the 
increase or whether physicians are more fre- 
quently diagnosing it correctly. Statistics pub- 
lished recently from the large clinics show with- 
out much doubt that the incidence of this dis- 
ease is increasing rapidly. 


Bronchogenic carcinoma occurs predominantly 
in men. A relative increase in women has been 
reported recently; yet it can be stated that there 
is a definite sex predisposition to men. A com- 
posite of available statistics shows that they are 
affected three times as often as women. This 
tumor occurs in all age groups, as is the case 
with any other cancer, but the greatest fre- 
quency is during the fifth and sixth decades of 
life, the average age being 521% years. 


ETIOLOGY 

As is true of all cancer, the etiology of 
bronchogenic carcinoma is still undetermined. 
There are, however, certain known facts relative 
to the causative factors. The most important 
of these is chronic irritation of the bronchial 
mucosa. There is still much controversy as to 
what agents and conditions are most likely to be 
the causative factors. Current discussion seems 
to center around the following: (1) cigaret 
smoke, (2) petroleum derivatives, (3) dust, (4) 
infection, (5) trauma and (6) tar from paved 
roads. Of these, the first three seem to be 
the most chronic offenders. What irritants in 
cigaret smoke play the major role have not been 
determined. There are several which may act 
together, namely, (1) nicotine, (2) phenolic 
bodies, (3) arsenic, (4) ammonia and (5) cer- 
tain hygroscopic bodies. In an attempt to deter- 
mine whether cigaret smoke or exhaust fumes 
was the most predominant irritant, Ochsner, 
Dixon and DeBakey graphed the incidence of 
bronchial lesions against the sale of automobile 
tags and the sale of cigarets. They found no 
parallelism between this incidence and the sale 
of automobile tags, but noted a distinct parallel- 
ism between the sale of cigarets and the incidence 
of bronchogenic carcinoma. 


PATHOLOGY 
Carcinoma involving the lung is limited 
almost entirely to the bronchial epithelium with 
occasional primary lesions beginning in the alveoli. 
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The right lung is involved more frequently than 
the left and chiefly in the lower lobes. A large 
majority of malignant bronchial tumors begin in 
the region of the hilus, which accounts for some 
of the symptoms to be mentioned later. 
The tumors may be classified as squamous 
epitheliomas, adenocarcinomas, or mixed 
tumors. One can find in the literature many 
different types of classifications. Recently com- 
plicated classifications have been discarded. Boyd 
classifies these tumors as (1) anaplastic or un- 
differentiated, (2) medullary, (3) adenocarci- 
noma and (4) squamous. The great majority are 
squamous and are generally thought to be the 
type best suited for surgery. 

Metastasis occurs by direct extension through 
the lymphatics, through the blood stream and 
by bronchial embolism. The lymph nodes in 
the mediastinum and around the bronchi are 
the most frequent sites. The liver is involved 
more frequently than any other organ. Also often 
involved are the bones, adrenal glands, kidneys, 
brain and pleura. In some cases involvement of 
the superficial lymph nodes and skin is observed. 

Metastasis is considered by many to occur 
early. This impression undoubtedly is due to the 
fact that diagnosis is made late. Ochsner and his 
associates were of the opinion that bronchogenic 
carcinoma grows fairly slowly and metastasizes 
late. This conclusion was based on numerous 
autopsies in which carcinoma of the bronchus was 
found without evidence of metastasis. The grade 
of malignancy is, however, the greatest factor 
in determining the rate of spread. The cell type 
of the tumor is also a factor which must be 
considered. The more undifferentiated tumors, 
such as the so-called ‘oat cell’ tumor, metasta- 
size much more rapidly than a grade II or grade 
III squamous cell tumor. It goes without saying 
that the size of the tumor is no index as to the 
age or degree of malignancy. 


cell 


DIAGNOSIS 

Unfortunately, there are no_ characteristic 
symptoms of bronchogenic carcinoma. This lack 
undoubtedly is one of the factors retarding early 
diagnosis. The symptoms are those of any chronic 
disease of the lung and in many instances those 
of the more acute infections. Patients in the 
cancer age presenting signs and symptoms of pul- 
monary disease that offer diagnostic difficulty 
should be considered candidates for bronchogenic 
carcinoma. Many patients have recurrent episodes 
of acute pulmonary infections, so-called pneu- 
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monia, without further investigation. Often pa- 
tients have repeated abscesses of the lung, which 
may have as a causative factor bronchogenic car- 
cinoma. Not infrequently the abscess is due to the 
carcinoma blocking the bronchus. Any patient 
past 40 years of age having an abscess of the 
lung should be studied thoroughly for broncho- 
genic carcinoma. 

Cough is the most frequent symptom. At 
first nonproductive, it is later accompanied by 
expectoration. It is important to note that most 
patients have some form of cough which they 
attribute to cigarets. Nevertheless, any cough 
which has changed in character recently is of 
extreme importance. Hemoptysis is often noted 
and in many instances may be the first symptom 
for which the patient seeks medical advice. Pain 
in the chest, dyspnea and unilateral wheezing are 
sometimes complained of, but these are usually 
late symptoms. The wheeze may be due to ob- 
struction of the bronchus and is not necessarily 
a late sign as the tumor may be protruding early 
into the lumen of the bronchus. We should like 
to direct attention to the fact that any patient 
showing any degree of atelectasis of the lung 
should be studied thoroughly by bronchoscopic 
examination, and by bronchography with the use 
of radio-opaque oil if the bronchoscopic examina- 
tion gives negative evidence of a tumor of the 
bronchus. Numerous reports of cases have been 
collected in which there was some atelectasis of 
either one or more lobes without the physician 
taking any further steps to determine the cause. 
Later complete atelectasis due to obstruction of 
the main bronchus occurred. Excessive weakness 
and emaciation indicate advanced disease with 
usually hopeless prognosis. Hoarseness means 
that the disease has spread to the mediastinum 
with involvement of the recurrent laryngeal 
nerve, a condition not necessarily hopeless. 
Bronchogenic carcinoma occurring in the periph- 
ery of the lung or with metastasis to the pleura 
causes pleural effusion. In cases in which pleural 
effusion is present, cytologic examination of the 
fluid often leads to the diagnosis. In summary, 
the symptoms are largely related to bronchial 
encroachment, ulceration, obstruction or pleural 
involvement. 

At the Lahey Clinic, Dr. Ralph Adams gives 
the following symptoms in the percentage in which 
they occur: (1) cough 93 per cent, (2) pain 54 
per cent, (3) productive sputum 53 per cent, 
(4) hemoptysis 44 per cent, (5) dyspnea 17 per 
cent and (6) wheeze 14 per cent. 
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The Pancoast tumor, or superior sulcus 
tumor, is entirely different. Due to the location of 
the tumor in the apical bronchi, the early symp- 
toms produced by this tumor are pain down the 
arm and around the shoulder girdle extending to 
the fingers, and weakness of the intercostal muscles 
on that side. Horner’s syndrome, arising from 
pressure of the tumor on the sympathetic nerves, 
occurs late. 


DIAGNOSTIC METHODS 

Patients in the cancer age presenting the 
symptoms described should immediately have a 
roentgen examination of the chest. In 95 per 
cent of the cases in which bronchogenic carcinoma 
proves to be present, the diagnosis may be sus- 
pected from the roentgenogram alone. In all 
cases in which the disease is suspected, a routine 
bronchoscopic examination should be made. At 
an early stage this is the only method by which 
tissue can be obtained for the establishment of a 
positive microscopic diagnosis. A positive diag- 
nosis can be made in about 90 per cent of the 
cases in the inoperable group. Bronchography or 
the intratracheal instillation of iodized oil fol- 
lowed by roentgenographic examination may 
reveal partial or complete occlusion of a bronchus. 
Not infrequently the bronchus is tapering in 
character. This is an important diagnostic find- 
ing and in the absence of a satisfactory broncho- 
scopic examination may lead one to the correct 
diagnosis. 

Aspiration biopsy of the primary tumor is 
usually not advisable. Definite seeding of the 
pleura from aspiration was noted in 1 of our 
cases. Sputum aspirated at the bronchoscopic 
examination should be studied cytologically, 
particularly with Papanicolaou stain, as_ this 
method often leads to the correct diagnosis. 
Routine cytologic examination of the sputum in 
suspected bronchogenic carcinoma should be 
carried out. Often the patient will present pal- 
pable lymph nodes in the supraclavicular and 
cervical chain which at times may show metas- 
tasis. The main diagnostic aid in diagnosing 
bronchogenic carcinoma is to suspect it. 

Every effort should be made to determine 
the operability of the patient, as needless opera- 
tions discredit surgical treatment. By the use of 
the bronchoscope, a biopsy can be made which 
will determine the type of tumor, and this in- 
formation will aid in determining the type of 
treatment. When undifferentiated and “oat cell” 
tumors are present, operation is not indicated. 
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The operability of the patient is a factor which 
must be determined by the individual surgeon. 


TREATMENT 

The only satisfactory treatment for broncho- 
genic carcinoma is surgical removal of the affect- 
ed lobe or entire lung. More recent opinions 
concerning therapy advocate pneumonectomy in- 
stead of lobectomy. As in all cancer, if early 
diagnosis is made, pneumonectomy can be per- 
formed with favorable prognosis. The technic 
of this operation will not be presented here. 
Radiation has been advocated by some, but the 
consensus at the present time is that this measure 
is only palliative. The high voltage roentgen 
therapy, 1,000,000 k.v.p., may change this view 
somewhat. 

At the seminar on cancer held recently in 
Jacksonville, Dr. Herbert Adams of the Lahey 
Clinic stated that in a period of fifteen years the 
incidence of five year cures among patients hav- 
ing bronchogenic carcinoma who submitted to 
pneumonectomy is higher than that among pa- 
tients operated upon for carcinoma of the 
stomach. The latter disease has been treated 
surgically for the last forty years or more. 

Three cases are presented here to substantiate 
the fact that bronchogenic carcinoma can be 
cured if the patient is seen in the early stages 
and the condition is recognized. The patient in 
case 1, now more than ten years postoperatively, 
reports that she is well and rounding up cows 
on horseback, which denotes considerable activity. 
The patients in the other 2 cases, one after seven 
years and the other after six years, reported 
recently that they are in good health. 

REPORT OF CASES 

Case 1.—Mrs. B. H., a 26 year old white woman, 
was admitted to St. Vincent’s Hospital on July 26, 
1938 with chief complaint of shortness of breath. She 
had noticed the dyspnea on exertion and after talking 
for any length of time for over two years and had been 
told by a physician that enlargement of the heart was 
the cause of the difficulty in breathing. The pre- 
vious October, spontaneous collapse of the left lung with 
pain under the left shoulder blade and palpitation of the 
heart had occurred. In April and June of that year 
“polyps” had been removed from the left bronchus, 
and cough and hemoptysis had followed these treatments. 
There was no pain or cough at the time of admission 
to the hospital, and she stated that she felt well. The 
past history was otherwise noncontributory. 

Physical examination disclosed a _ well developed, 
well nourished young woman, healthy in appearance 
and lying comfortably in bed. There was no evidence of 
dyspnea, jaundice or cyanosis. The only significant find- 
ings related to the chest, where a depression on the left 
side was especially noticeable in the supraclavicular and 
infraclavicular areas. On examination of the lungs, there 
was full expansion on the right side, but the left side 
expanded only slightly with respiration. Fremitus was 


present on the right side and was only slightly diminished 
on the left side. On percussion, resonance was normal 
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on the right side; dulness was noted on the left side, 
except over an area immediately to the left of the 
sternum in the region of the third and fourth costal 
cartilages. There was a hyperresonant area to the right 
of the sternum in the same region anteriorly. On ausculta- 
tion, breath sounds were bronchovesicular and vesicular 
on the right side, and wheezing and high pitched, on 
the left side anteriorly and posteriorly. Examination 
of the heart gave essentially negative results. 

A diagnosis of tumor of the left bronchus was made 
and was confirmed by bronchoscopic examination. The 
tumor was causing atelectasis of the left lung, which was 
more pronounced in the upper lobe. 

On July 29, pneumonectomy was performed on the 
left side under intratracheal anesthesia with the use of 
cyclopropane. During the operation, 500 cc. of blood was 
given, and the immediate postoperative condition was 
good. Bronchoscopic examination was not required. 

Two days later, on palpation, the heart was pulsating 
to the right, and 450 cc. of bloody fluid was aspirated. 
On August 2, 70 cc. of brownish fluid was aspirated. 
Roentgenograms made four days thereafter showed the 
right lung to be fully expanded and healthy in appearance. 
The left side of the chest was practically opaque except 
for the upper sixth and seventh interspaces. The trachea 
was not displaced. On August 18 the patient was up in 
a chair and two days later was discharged from the hos- 
pital. 

The pathologic report follows: “The lung is collasped, 
airless. The pleural surfaces are roughened. The bron- 
chus is occluded at its upper portion by a tumor mass 
which is pedunculated. Cell bronchial passages are 
filled by a thick ropy mucus of light red color. A white, 
firm mass is found near the surface at a distance of 6 cm. 
from the bronchial tumor. This is 1 cm. in diameter. 
The peribronchial lymph nodes are small, dark red to 
black. Impression: Bronchogenic carcinoma with metas- 
tasis to regional lymph nodes (figs. 1, 2 and 3).” 





Fig. 1—Gross specimen of lung removed from the 
patient in case 1. The tumor is shown completely ob- 
structing the main stem bronchus. 
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Fig. 2—This photograph shows the adenocarcinoma 
originating in the main bronchus (case 1). 





Fig. 3—Metastasis to regional lymph nodes (case 1). 
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The tissue from the bronchial tumor was examined 
by three different pathologists, who concurred in the 
diagnosis of bronchogenic carcinoma with metastasis to 
the regional lymph nodes. The following microscopic 
description was given by Dr. Bennett of the Ochsner 
Clinic: 

“This is an adenomatous tumor which appears to 
have grown through the tissue both inside and outside 
the bronchial cartilage layer. In addition, there are 
small islands of tumor tissue beyond the confines of the 
major mass of tumor cells. Because of these observations 
I feel that one must regard the tumor as invasive, hence, 
an adenocarcinoma of bronchogenic origin. A_ section 
of lymph node which accompanies the section of lung 
tumor is more difficult to interpret. A considerable 
portion of this lymph node has undergone replacement 
with fibrous tissue and large numbers of cells containing 
carbon p:gment. In addition, this portion of the lymph 
node contains poorly defined groups of cells that are 
interpreted as being epithelial in type. These cell groups, 
together with the fibrous replacement, can be interpreted 
as metastases from the bronchogenic carcinoma.” 


Case 2.—Mrs. L. H., a 62 year old white housewife, 
was admitted to St. Vincent’s Hosp‘tal on Jan. 5, 1941. 
She stated that she had been subject to colds and coughs 
and attacks of bronchitis for at least twenty years. The 
preceding April, she had had a severe attack of coughing 
which was worse on arising in the morning. A fair 
quantity of sputum was present at times, brownish to 
greyish in color and occasionally blood-streaked. There 
was no history of chills, night sweats, elevation of tem- 
perature or loss of weight, but she had had pneumonia 
three times, the last time four years previously, and 
pleurisy four times at least, also typhoid fever at the 
age of 16 and a tonsillectomy at the age of 40. The 
menopause had occurred when she was 50 years of age. 
She had experienced pain in the upper quadrant of the 
chest on the right side which radiated to the right 
shoulder. She did not smoke cigarets. 

A somewhat obese white woman in her early sixties, 
the patient appeared neither acutely nor chronically ill 
although she had frequent spasms of coughing. Physical 
exam‘nation was essentially negative except for some 
impaired notes on percussion in the bases of both lungs. 
Breath sounds had some bronchial quality at the base of 
the left lung. Breath sounds at the base of the right lung 
were diminished. No rales were heard. Examination 
of the heart gave essentially negative results. 

Bronchoscopic examination revealed approximately 
2% to 3 cm. below the cardia and in the right main 
bronchus a well formed projecting and rounded tumor 
mass which at this point half filled the bronchus. More 
tumor was seen below the projecting and movable por- 
tion. It bled easily, and after it was contacted the 
first time, there was oozing of blood. The upper por- 
tion of the tumor extended below the bronchus to the 
upper lobe of the right lung. The left main bronchus 
appeared clear. 

Prior to operation, artificial. pneumothorax was 
begun to compress the right lung and to accustom the 
heart to absence of this lung. Pneumonectomy on the 
right side was then performed under general anesthesia. 

On January 16, roentgen studv of the chest showed 
that the right Ing was partially compressed by a 
pneumothorax. The upner lobe was compressed away 
from the wall of the chest an inch. No evidence of 
fluid was seen. There were dense chances in the lower 
lobe of the right lung alone the mediastinal margin. The 
left lung was normal. The glands at the hilus of the 
right lung were swollen. The heart was not displaced. 

Roentgen study on February 10 showed the left 
lune fully expanded and healthy in appearance. The 
vertical views showed a fluid level in the rieht pleural 
cavity which reached up to the seventh rib. This caused, 
the lower half of the chest on the rieht side to be opa- 
que. There was evidence of markedly thickened pleura 
at the apex of the right lung and along the right axil- 
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lary wall of the chest on the right side down to the 
fluid level. Pneumothorax was discontinued because of 
the fluid in the right pleural cavity. 

On March 5, roentgen study of the chest with a flat 
vertical film showed the left lung well expanded and 
healthy. The right lung had been removed. A drainage 
tube was well placed in the right pleural cavity, and the 
tip of the tube was seen lying opposite the spinal end 
of the fourth rib. No fluid level was seen. The heart 
was not grossly dispiaced. A summary of the pathologic 
studies foilows. One of the sections obtained at biopsy 
with the bronchoscope showed fibrin; the other presented 
a new growth of columnar epithelium, which formed a 
rather solid mass. Study with high power magnification, 
however, showed it to be composed of fairly well 
formed glands. The surface epithelium was high and 
columnar. The cells had relatively abundant and fairly 
clear cytoplasm while the nuclei were small, compact and 
deeply stained. Diagnosis: adenocarcinoma of moderate 
grade malignancy. 

On gross examination, the lung presented at the first 
bifurcation of the bronchus a tumor which was soft and 
projected into the lumen. Its attachment was easily 
broken. Further section along the course of the bronchus 
showed a continuation of the tumor. The peribron- 
chial tissues were thickened. All the tissue of the lower 
lobe here seemed solid and airless. Blood vessels were 
marked by blood coagula. 

Sections of the tumor which partly occluded the 
bronchus showed on microscopic examination a growth 
composed of columnar cells in artificial glandular for- 
mation. There was very little interstitial tissue and it 
was loosely arranged. The growth was invasive and in, 
sections of the wall of the bronchus was found to be 
definitely a part of the bronchial wall. Much of the 
thickened hard tissue seen on the gross examination was 
reactive and of inflammatory or fibrous character. 
Diagnosis: bronchial adenocarcinoma. 

The patient was discharged from the hospital on 
March 30. 


Case 3.—Mr. P. B., a 57 year old white man, a train 
engineer, was admitted to St. Vincent’s Hospital on June 
15, 1942. He related that he had been expectorating a 
white, thick, frothy mucus for the last three weeks prior 
to admission, had lost his appetite and had been losing 
weight, having lost 20 pounds in the last three months. 
Other complaints were occasional aching in the chest, 
frequent vomiting spells, and nausea for the preceding 
three months. There was a history of the usual child- 
hood diseases, but no pneumonia. He was a heavy 
smoker. 

Physical examination gave essentially negative results 
except for some loss of weight. Nothing was noted on 
examination of the lungs to cause one to _ suspect 
bronchogenic carcinoma. There was no atelectasis of 
either lung. There may have been some slightly dimin- 
ished breath sounds on the right side, but this finding 
was not definite. 

Bronchoscopic examination revealed a rounded mass 
protruding from the midlateral mass of the. right main 
bronchus. No deformity ulceration was seen. This 
mass blocked approximately 40 per cent of the lumen 
as seen. A 7 mm. bronchoscope was passed. An attempt 
was made at biopsy, but the tissue obtained was not 
tumor tissue and bleeding resulted. 

On June 25, the left lung was fully expanded and 
healthy in appearance. The right lung was partially com- 
pressed by a pneumothorax. The lower lobe of this lung 
was separated from the wall of the chest for about %4 of 
an inch, but otherwise the right lung seemed to extend 
out to its normal width. A soft tissue mass was seen at 
the hilus, which measured about 4 cm. in diameter. The 
appearance of this mass was suggestive of a tumor. 
There was no evidence of tuberculosis. 

Prior to pneumonectomy the right lung was col- 
lapsed by artificial pneumothorax. On June 28, pneu- 
monectomy on the right side was done. Convalescence 
was uneventful and recovery complete. 


SUMMARY 

Bronchogenic carcinoma should be recognized 
as a common disease occurring in all age groups, 
but with greater frequency in men than in 
women. The symptoms and signs of this disease 
are those of any chronic condition of the lung, 
and the physician must always be on the alert 
for bronchogenic carcinoma if any improvement 
in treatment is to be made. The fact that only 
30 per cent of patients reaching the chest surgeon 
are amenable to surgery is discouraging. 

It should be remembered that for the past 
fifteen years, during which bronchogenic carci- 
noma has been attacked surgically, the rate of 
five year cures is higher than that for carcinoma 
of the stomach, which has been treated surgi- 
cally for over forty years. The low percentage 
of five year survivals in both is probably due to 
the same reasons, namely, insidious onset and 
improper early diagnosis. A plea is made for 
physicians to suspect bronchogenic carcinoma 
more frequently when patients present themselves 
with symptoms referable to chronic or acute dis- 
eases of the respiratory tract. 

Three cases are reported to substantiate the 
fact that bronchogenic carcinoma is curable. It 
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is especially encouraging that 1 patient is now 
well and active ten years following pneumonec- 
tomy in spite of the fact that there was metas- 
tasis to one of the regional lymph nodes at the 
time of operation. The other 2 patients are well 
after seven and six years have elapsed. 


We wish to express our appreciation to Drs. Louie Lim- 
baugh, Karl B. Hanson, Raymond H. King and W. McL., 
Shaw, who were members of the chest team which made the 
diagnosis possible in these cases and who cooperated in 
bringing about the recovery of these patients. 
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Program of the Diabetes Demonstration Unit 


in Jacksonville and Duval County 


Matcoim J. Forp, M.D. 
JACKSONVILLE 


Considerable interest has been expressed in 
the program of the Diabetes Demonstration Unit 
established in Jacksonville by the United States 
Public Health Service in cooperation with state 
and local public health agencies. As far as is 
known, this is the first diabetes control project 
with what might be termed a complete program. 

The objective set up in the beginning of this 
Unit was to work out a program for successful 
control of complications from diabetes and for 
the early diagnosis of this condition which might 
be employed by a local health officer with a 
minimum of change in his organization and gen- 


United States Public Health Service. 3 , 
Read before the Florida Health Officers’ Society, Third 
Annual Meeting, St. Augustine, April 11, 1948. 


eral program. The Unit has been in active opera- 
tion since May 1947. During that time the 
personnel has consisted of one physician, one 
nurse, one nutritionist, two laboratory technicians 
and one clerk. The program has been roughly 
divided into three sections, namely, case finding, 
education of the diabetic and education of the 
general public. 


CASE FINDING 
Case finding has been concentrated among the 
groups of the population which previous studies 
indicated have a high incidence of diabetes. Of 
736 blood relatives of diabetics who were tested, 
4.1 per cent had previously undiagnosed diabetes. 
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In several of these patients the disease was severe 
with blood sugar ranging up as high as 450 mg. 
per hundred cubic centimeters of blood and brick 
red Benedict’s reaction in the urine. In order 
to contact these persons so that they might be 
persuaded to present themselves for testing, we 
first drew up a list of known diabetics in the area 
from the local hospitals and practicing physicians. 
The list at the present time exceeds 675 names. 
The public health nurses of the cooperating agen- 
cies then called on these known diabetics and 
secured certain basic information such as amount 
of insulin, diet formula, duration of disease and 
the presence of complications. In addition, a 
complete list of the blood relations of the diabetic 
located in the area was obtained together with 
information as to whether these relatives were 
known diabetics. A total of 2,019 names of 
blood relations of diabetics was obtained in this 
way. Those who were not known to have the 
disease were then sent a form letter inviting them 
to attend a series of clinics held in the local 
health department. A total of 670 of this number 
presented themselves and were tested following 
receipt of only one form letter. 

The other groups in the population toward 
which concerted effort for testing is being made 
are employees of department stores, members of 
women’s clubs, workers in industries employing 
large numbers of women, food handlers and the 
Jewish population. Judging by previous papers 
in the literature all of these groups could be con- 
sidered to have a high incidence of diabetes. The 
results of these latter studies have not been an- 
alyzed at present. 


EDUCATION OF THE DIABETIC 

The second phase of the program was also 
a very gratifying endeavor. It has been said by 
practically every leading diabetes specialist that 
the education of the diabetic patient is one of 
the most potent factors in prolongation of life 
and avoidance of complications. Proceeding on 
this premise we organized a series of classes of 
instruction for diabetics beginning in August 1947. 
These classes were conducted by a physician, 
nurse and nutritionist. To date 312 persons have 
attended these classes, 70 of whom were friends 
or relatives of a diabetic. We have had many 
statements of appreciation from both patients 
and physicians for this phase of our work. 


FORD: DIABETES DEMONSTRATION UNIT 427 


While the physician who is responsible for 
the case is the most logical person to instruct the 
patient, very few physicians have the time or the 
office personnel to devote to this need. Certainly 
in Jacksonville public health workers have been 
a great aid to the practicing physician in caring 
for his diabetic patients and, we believe, in 
increasing the length of life and efficiency of 
diabetics. Certainly the public health worker 
has a background which fits him for this type of 
work. One of the traditional public health serv- 
ices is health education, and physicians, nurses 
and other professional public health groups have 
done excellent educational work in such fields 
as prenatal and infant care. We believe that there 
can be a future for public health workers in 
education of the diabetic patient. A monthly 
bulletin is also sent to all known diabetics in 
the area. 


EDUCATION OF THE PUBLIC 

Our public education program has followed 
the usual lines of approach such as talks to 
groups, radio addresses and distribution of 
printed material. We have endeavored to channel 
the bulk of this information toward groups in 
which there is believed to be a high incidence of 
diabetes. While the exact etiology of diabetes is 
unknown, it has been shown repeatedly that the 
factors of overweight and heredity are frequently 
associated with its onset. Our educational cam- 
paign has been based on the premise that these 
can be points of attack in a prevention program. 

Plans for a follow-up system are to be worked 
out with the cooperating agencies and the local 
medical profession. Such a program will bring 
up many problems, but we believe it will produce 
worth while results. We are also constructing a 
register of cases which will coordinate our work 
in all its phases. 

Our program is at the present time only in 
its inception, and we may find that some of the 
approaches have been wrong. It was thought, 
however, that the members of this society might 
be interested in the lines along which we have been 
working and in the results obtained to date. We 
sincerely invite all interested public health 
workers to visit our Unit in Jacksonville and after 
observing at first hand what we are doing, to 
give us their ideas on our program. 


1217 Pearl Street. 
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Superior Laryngeal Neuralgia 


Cuar.es C. Grace, M.D. 
ST. AUGUSTINE 


Superior laryngeal neuralgia is a rare condi- 
tion, but is a definite clinical entity just as 
are similar affections of the glossopharyngeal 
and trigeminal nerves. It was first described by 
Avellis’ in 1900. Six years later, Boenninghaus* 
in reporting 82 cases of laryngeal pain stated 
that in 4 it was neuralgic. Four cases have 
been described in British and American litera- 
ture. In Great Britain, Harris’ in 1926 reported 
the only case. In the United States 3 cases 
have been recorded. The first was reported 
by Echols and Maxwell’ in 1934, and, in 1941, 
2 cases were reported by Smith, Moersch and 
Love’ of the Mayo Foundation, who stated that 
a search of the records of the Clinic did not 
-reveal a previous case in which this diagnosis 
had been made. Others reporting cases were 
Levy’ 1 case in 1923, Halphen’ 3 cases in 1924, 
Hutter” 3 cases in 1929, and Bertoin® 2 cases 
in 1946, making a total of 18 cases now published. 


ANATOMY 

The superior laryngeal nerve, a branch of 
the vagus, arises from the ganglion nodosum and 
extends downward and inward behind and be- 
neath the external carotid artery toward the 
superior thyroid cartilage. Just below the 
hyoid bone the nerve divides into two branches, 
the external and internal. The external branch 
is motor and supplies mainly the cricothyroid 
muscle. The internal branch, with which this 
report is concerned, pierces the hyothyroid mem- 
brane near its midportion and comes forward 
in the plica of mucous membrane at the upper 
edge of the pyriform sinus and supplies sensory 
fibers to both surfaces of the epiglottis, the 
aryepiglottidean folds, mucous membranes of 
the larynx and the base of the tongue. The 
superior laryngeal nerve sends fibers to the 
pharyngeal plexus, which also anastomoses with 
the glossopharyngeal nerve and the sympathetic 
chain. 

ETIOLOGY 

Hutter” voiced his belief that there is some 

connection between neuralgia of the superior 


Read before the Florida Society of Ophthalmology and 
Sarees, Ninth Annual Meeting, St. Augustine, April 11, 
1948. 


laryngeal nerve and affections of the mucous 
membrane near its sensory endings. He sug- 
gested that it may be due to a spreading of the 
inflammatory processes of the upper part of the 
pharynx into the pyriform sinus and direct irri- 
tation by way of the plica of the nerve. He also 
believed that there may be some likelihood that 
tonsillectomy may be a predisposing factor when 
unskillfully done. It is well known that some of the 
virus infections, such as influenza, show a 
predilection for nervous tissue. Halphen’ and 
Bertoin® stressed ‘this fact as an important 
etiologic factor. 


SYMPTOMS AND DIFFERENTIAL DIAGNOSIS 

This condition presents characteristic fea- 
tures and findings. The pain is very excruciating 
and knifelike in character, and is usually paroxys- 
mal, resembling neuralgia of the trigeminal nerve. 
The patient, however, has not the slightest hesi- 
tancy in being able to locate quickly and accur- 
ately the point of pain by placing the tip of a 
finger over the superior portion of the thyroid 
cartilage on the involved side. The pain is 
always located over the hyothyroid membrane on 
the affected side and radiates upwards to the jaw 
and sometimes to, or behind, the ear. There may 
be some pain down the side of the neck, over the 
thorax and even to the shoulder. The paroxysms of 
pain are brought on by swallowing food or saliva, 
by touching the trigger zone over the hyothyroid 
membrane, and also by stretching the neck mus- 
cles as in coughing or yawning. These attacks of 
pain may be fleeting, or may last for a minute. 
Their severity may be realized from the manner 
in which the patient covers the neck and jaw 
with his hands, holds his breath and exhibits 
agonizing distress by his facial grimacing. Pres- 
cure over the hyothyroid membrane or probing of 
*he mucous membrane above the pyriform sinus 
will excite an attack of pain. 

Neuralgia of the glossopharyngeal nerve may 
be easily and quickly ruled out, as in this con- 
dition the pain is over the tonsillar area and is 
referred directly to the ear. The trigger zone is 
located in the tonsillar fossa, and stimulation of 
this region will bring on the attack of pain. In 
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trigeminal neuralgia the distribution of pain and 
the trigger zones are not in the same location. 
Tuberculosis of the larynx, tabetic crises, laryngeal 
perichondritis, thyroiditis, neoplastic growths 
and foreign bodies in the larynx may be elimi- 
nated by the objective findings. 


TREATMENT 

As the act of swallowing is so extremely pain- 
ful and almost impossible, there is very rapid 
dehydration and loss of weight. It is therefore 
imperative that treatment be instituted at once 
that will alleviate the pain. A section of the 
nerve may be done, or it may be injected. It is 
thought that direct injection of the nerve is the 
simplest and safest method of producing relief, 
with use of the method first described by Hoff- 
mann’’ in 1908. The patient lies on the table 
with a small pillow placed beneath the shoulders 
to put the neck on a stretch, and the head is 
turned away from the side to be injected. The 
skin is prepared with green soap and alcohol, 
and the painful trigger zone is located by pres- 
sure over the hyothyroid membrane. This zone 
is marked with a spot of mercurochrome, and a 
20 gauge needle is inserted to a depth of 1 to 
2 cm. at a right angle to the skin. If the needle 
is in the proper position, moving it slightly will 
elicit sharp pain. The patient is then warned 
not to move, cough or swallow, and a small 
amount of a 1 per cent solution of novocain is 
slowly injected. If the needle tip is near the 
nerve, pain will cease immediately. Then with- 
out moving the needle, the syringe is charged, 
and approximately 2 cc. of 95 per cent alcohol 
is introduced. Successful blocking brings relief for 
several weeks, several months and often per- 
manently. The injection may be repeated if 
the pain returns. 

The injection of alcohol may be followed by 
complications and should be carried out with 
extreme care and certainty that the injection will 
be made into or near the superior laryngeal 
nerve and not blindly in its general direction. 
Koerth, McCorkle and Hill’ noted difficulty in 
swallowing lasting from two to five days. They 
believed that this motor disturbance was due to 
the fact that the external branch of the superior 
laryngeal nerve helps form the laryngeal plexus 
which supplies the constrictors of the larynx. 
In one of their cases there was a paralysis of 
the lips on the left side and the left half of the 
tongue, which passed away in five days. Vil- 
lard’* observed the syndrome of Bernard-Horner 
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following alcohol injection, and Klestadt"’ re- 
ported a partial facial paralysis. 


REPORT OF CASE 


Mr. S. L. S., aged 45, consulted me in May 1937 giv- 
ing a history of slight elevation of temperature and feeling 
of general malaise during the preceding week. He had 
been seen by a physician who, without examination of the 
blood, made a diagnosis of malaria and prescribed atabrine. 
After taking the atabrine for three days he became jaun- 
diced and discontinued it. About this time, he noticed a 
dull aching in the right side of the neck below the angle 
of the jaw. Examination of the throat gave entirely nega- 
tive results except for slight redness and irritation of the 
mucous membrane of the posterior pharyngeal wall. His 
condition was thought to be a mild pharyngitis, and pal- 
liative treatment was given. At the time of his return, two 
weeks later, he had lost 24 pounds and presented the ap- 
pearance of being in extremely acute distress. Swallowing, 
even of water, was almost impossible, and the paroxysms 
of severe laryngeal pain had prevented rest. 

Examination revealed an entirely normal pharnyx. The 
uvula rose in the midline, and the gag reflex was present. 
Probing of the tonsillar region on the right side produced 
no pain. The larnyx was normal, and the cords functioned 
normally. A very slight touch over the hyothyroid mem- 
brane on the right side caused a severe paroxysm of pain 
lasting for about thirty seconds. General physical examina- 
tion, urinalysis and Kahn test gave negative results. The 
internal branch of the superior laryngeal nerve was in- 
jected, on the right side, using 1 per cent novocain. This 
treatment brought about immediate, dramatic relief, and 
the patient asked for and drank several glasses of water. 
He was admitted to the hospital and four hours later the 
pain returned. The following day injection was again car- 
ried out with novocain and 95 per cent alcohol. There was 
some pain for ten hours afterwards and then it suddenly 
stopped. At the present time, ten years later, there has been 
no recurrence. No complications followed the injection of 
alcohol. 


SUMMARY 

Neuralgia of the superior laryngeal nerve is 
rare, there being only 18 authentic cases previ- 
ously reported, but it is such an extremely painful 
condition that immediate and proper treatment 
is demanded. 

A case is reported in which there has been 
no recurrence over a period of ten years. 

Etiology is discussed, although no definite 
cause is known. It would appear that infections 
in the pyriform sinus and virus infections are 
causative factors. 

The clinical findings are pain upon pressure 
over the hyothyroid membrane and difficulty in 
swallowing. 

It must be kept in mind that the injection of 
alcohol into the neck cannot be done with im- 
punity, and when there might be any question as 
to the technic, it would probably be advisable to 
section the nerve. 
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The Present Management of Nonspecific 


Urinary Infections 


ArTHUR J. Butt, M.D. 
PENSACOLA 


No single drug has been discovered which 
exerts a bactericidal action against all organisms 
which invade the urinary system. A _ urinary 
antiseptic which kills a particular organism in 
one person may fail to affect the same organism 
in another. During the past decade, however, 
revolutionary changes have taken place in the 
treatment of urinary infections. This has become 
the era of chemo-antibiotic therapy in which 
specific bacteria are attacked with specific drugs. 
Previously, treatment had been almost entirely 
empirical. 

In order to obtain optimum results in the 
treatment of urinary infections, certain diagnostic 
essentials must be considered. The diagnosis of 
urinary infection in the female should be made 
only from catheterized specimens, since voided 
samples may be contaminated by purulent dis- 
charges from the cervix and vagina and the adja- 
cent glands. Infections in the urethra, prostate, and 
seminal vesicles in the male produce discharges 
obtained in the first portion of voided urine. Only 
the second portion of the “two glass test’ will, 
therefore, give reliable information. The speci- 
men of urine should be centrifuged and the super- 
natant portion tested for hydrogen ion concen- 
tration, albumin and sugar. Microscopic exami- 
nation of the ‘‘wet” sediment is studied for the 
presence of erythrocytes, pus, crystals, yeast and 
Trichomonas. A smear of the sediment is made. 
This is fixed with heat and stained with methyl- 


Read before the Bay County Medical Society, Panama 
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ene blue. Examination of the stained smear 
under oil immersion lens establishes the infection 
as coccal or bacillary. Culture of the urine in 
order to detect the more resistant strains of or- 
ganisms should be done when the infection has 
been resistant to previous therapy or when re- 
sponse to treatment is not prompt and effective. 
Study of the urea-splitting qualities of the bac- 
teria should be carried out when the urine is 
persistently alkaline or if recurrent urinary cal- 
culi are being formed. Acid-fast stains must be 
made in all suspected cases of tuberculosis of 
the urinary system, or when the stained sediment 
shows pus without organisms. 

The efficacy of urinary antiseptics is deter- 
mined largely by the ability of the kidneys to 
eliminate the drug. Kidneys that are incapable 
of concentrating urine are likewise incapable of 
concentrating drugs in sufficient amounts to kill 
organisms. Knowledge of renal function is, 
therefore, of utmost importance. The phenolsul- 
fonthalein test is easily made and is a very 
satisfactory kidney function test in the average 
case. A specific gravity of 1.024 or above after 
the patient has been dehydrated for eighteen 
hours, or any specimen which has a specific grav- 
ity of 1.020 or higher in the absence of glycosuria, 
may be accepted as evidence of normal renal 
function. When renal function is reduced, blood 
nonprotein nitrogen, creatinine, and carbon diox- 
ide combining power determinations may be car- 
ried out, thus affording additional information as 
to the functioning capacity of the kidneys. 
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Many urinary infections have as a primary 
cause an element of obstruction. Any im- 
pedance to the flow of urine results in stagnation, 
which allows a fertile medium for the growth 
of micro-organisms. Stones, tumors, prostatic 
obstruction, chronic inflammatory changes and 
congenital anomalies of the urinary tract are com- 
mon causes for failure of treatment with the 
urinary antiseptics which are employed. Such me- 
chanical factors should be eliminated before or 
during the use of chemotherapeutic or antibiotic 
agents.’ Failure to remove these obstructions al- 
lows a recurrence of the infection with the possible 
development of bacterial resistance to the drugs 
and, consequently, failure of drug therapy. Com- 
plete radiographic studies of the urinary tract 
are desired in all cases of urinary infections to 
detect the presence of some obstructive factor. 
In cases that do not clear up promptly under 
appropriate therapy, it is imperative that roent- 
gen examination be made. A scout film and 
excretory urograms are first carried out. If sup- 
plementary information is desired, cystoscopic 
examination, tests for differential renal function, 
ureteral catheterization and bilateral pyelo-ure- 
terograms should be done. Foci of infection may 
act as contributing factors to infections of the 
urinary system, and the urinary infection may 
not be permanently cleared until such foci are 
eliminated. The teeth, tonsils, sinuses, gastro- 
intestinal tract, prostate, seminal vesicles and 
cervix must be eliminated as sources of urinary 
infection.’ 


SULFONAMIDES 

In 1937 the sulfonamide drugs were intro- 
duced into this country and were immediately 
applied to the treatment of urinary infections. 
Sulfanilamide was the first one of this family 
of drugs to be used clinically. At the present 
time, however, its use is almost exclusively limited 
to local application. Sulfathiazole, sulfadiazine, 
sulfacetimide and sulfamerazine have received 
wide application, and all have proved useful 
in the treatment of urinary infections.*** When 
the patient does not respond to or does not 
tolerate one form, others should be tried. Sul- 
fathiazole is characterized by rapid absorption 
and quick action; however, it does not maintain 
therapeutic bactericidal levels as long as sulfadia- 
zine. Sulfadiazine is absorbed relatively slowly 
by the gastro-intestinal tract, is slowly eliminated 
and thus sustains a higher blood level. Sulfadia- 
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zine and sulfathiazole are more effective against 
coccal infections. Sulfacetimide is of greater 
value in bacillary infections. Sulfamerazine’ is 
more slowly absorbed and more slowly excreted 
than the other sulfonamides. My associates and 
I have found it useful when less frequent and 
smaller doses over a long period of time are in- 
dicated, as in low grade pyelonephritis complicat- 
ing pregnancy. Low dosage in sulfonamide 
therapy is entirely adequate for the treatment of 
most urinary infections. The percentage of cures 
is as high when divided daily doses of 2 Gm. 
of the drug are given by mouth as when larger 
doses are used. The sodium salt of sulfathiazole 
is often well tolerated when other sulfonamides 
are not and is effective when 1 Gm. daily is 
administered by mouth. Recently, it has been 
shown that in certain cases of infection of the 
urinary tract treatment with sulfathalidine and 
sulfasuxidine is effective; they act principally to 
reduce the bacterial contents of the intestinal 
system, thus indirectly attacking the urinary 
infection."” "* 

The frequency of complications following the 
use of sulfonamides in the treatment of disease 
of the urinary tract demands serious considera- 
tion. Indiscriminate use of these otherwise useful 
drugs is a dangerous procedure. Urinary sup- 
pression and anuria are not rare and are by far 
the most serious of the complications encountered. 
The nonobstructive type of suppression is at- 
tributable to a toxic injury of the renal tubules, 
lower nephron nephrosis. Fortunately, it is rare, 
as little is known concerning its prevention. We 
have observed that suppression occurs more fre- 
quently in patients who have had previous sul- 
fonamide therapy. This may be due to glomeru- 
lonephritis resulting from hypersensitivity to the 
drug. 

The mechanism of the obstructive form of 
anuria and the methods for its prevention have 
been the subject of much study and discussion.**** 
Crystallization probably first occurs in the con- 
voluted tubules of the kidneys. Aggregation of 
crystals occurs in the terminal portion of the col- 
lecting tubules, which then become filled with 
crystals. Further crystallization may occur in the 
calices and renal pelvis and also in the ureters. 

The treatment of urinary suppression is gen- 
erally conservative. We successfully employed 
intravenous isotonic sodium sulfate in several 
cases and found that it has a rapid and profound 





effect on the re-establishment of urinary output. 
Additional infusions of glucose and Ringer’s lac- 
tate solutions should be given if the patient is 
unable to retain fluids by mouth. Total fluid in- 
take should be limited to 3,000 cc. daily in adults. 
Abdominal distention is an early and significant 
symptom in many of these cases. Decompression 
of the stomach and gastric lavage with saturated 
solution of sodium bicarbonate will materially aid 
in combating uremia and acidosis. 

Cystoscopic examination and ureteral cathe- 
terization are important, both as diagnostic and 
therapeutic procedures. A roentgenogram of the 
kidneys, ureters and bladder taken with catheters 
placed in the ureters will aid in excluding the 
possibility of the urinary suppression being due 
to obstruction by true urinary calculi. Excretory 
urography is valueless in this condition as the 
kidneys can not excrete the contrast medium. 
Retrograde pyelography is contraindicated as it 
may further suppress urinary output. Lavage of 
the renal pelvis with alkalinizing solutions, pref- 
erably sodium bicarbonate, will often dissolve 
the precipitating crystals. Additional urinary 
alkalinization may be attained by oral, tubal or 
parenteral administration of sodium bicarbonate 
solution. Too vigorous treatment with alkaliniz- 
ing solutions may be dangerous. 

During administration of sulfonamides re- 
duction of crystallization is accomplished by (1) 
low doses of sulfonamides, (2) increasing 
the volume of urine by additional fluid 
intake, (3) alkalinization of the urine and (4) 
the use of sulfonamide mixtures. As stated pre- 
viously, smaller doses of sulfonamides are equally 
as effective as relatively larger doses. Fluid in- 
take of at least 3,500 cc. daily is desirable. 
Administration of sodium bicarbonate, sodium 
citrate or other appropriate alkalinizing agents 
is advisable when sulfonamides are administered. 

It has been recently observed that when a 
mixture of two or more sulfonamides is present 
in the body fluids, they will have an additive 
bactericidal effect, but they will dissolve almost 
independently.**** Furthermore, a mixture of 
three sulfonamides, sulfadiazine, sulfathiazole and 
sulfamerazine, has been demonstrated to be signif- 
icantly less toxic than one of these drugs admin- 
istered alone. 


PENICILLIN 
Penicillin has been used with considerable 
success in the treatment of staphylococcal urinary 
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infections, and it has proved valuable in certain 
cases of streptococcal infections.**’ It is certainly 
the drug of choice in sulfa-resistant coccal infec- 
tions, with the exception of those infections due 
to Streptococcus faecalis. It should be empha- 
sized that penicillin is of little value in bacillary 
infections and is useless in tuberculosis of the 
urinary tract. 

The usual dosage of penicillin is 25,000 to 
30,000 units intramuscularly every three hours 
until the infection is controlled. Higher doses 
may be indicated in severe infections. With the 
administration of penicillin the urine should be 
acidified as the bactericidal action of this drug 
is increased in an acid medium. The efficacy of 
penicillin may be enhanced by the administration 
of sulfonamides.**** This phenomenon may be due 
to a synergistic action between the two drugs. The 
beeswax in oil preparations of penicillin are now 
widely employed in office and outpatient treat- 
ment. Not infrequently, however, the patient 
experiences a sensitivity reaction to the mixture. 
Also multiple injections of this preparation are 
rather painful at times. Recently, we have em- 
ployed a combination of penicillin, novocaine and 
oil and find it to be very effective and practically 
painless. In our experience oral doses of peni- 
cillin are not as effective as parenteral adminis- 
tration. Reactions to penicillin are principally 
allergic in nature. Rarely, urticaria, drug fever, 
headaches, pains in the joints or “serum sickness” 
will develop.**-*’ 

STREPTOMYCIN 

Streptomycin was first applied clinically in 
1944 and was found to be particularly efficacious 
in the treatment of urinary infections.“ It 
has a specific bactericidal action against the 
colon bacillus. It is effective in treatment of in- 
fections due to Streptococcus faecalis, Bacillus pyo- 
cyaneus, Bacillus proteus, Bacillus lactis aerogenes 
and certain strains of the mycobacterium of tuber- 
culosis. It is often valuable, therefore, in infec- 
tions that are resistant to penicillin, the sulfonam- 
ides and other bactericidal agents. Hence, in 
mixed infections which have been resistant to 
previous therapy, best results may be obtained 
by combining streptomycin, penicillin and the 
sulfonamides. All of these drugs are compatible. 

Streptomycin is usually administered by in- 
tramuscular injections, but may be given sub- 
cutaneously. There is a strong tendency for 
streptomycin resistance or fastness to develop in 
many initially sensitive organisms. It is impera- 
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tive, therefore, that large initial doses be given 
in an effort to eradicate the infection before 
resistant strains develop. A minimum of 3 Gm. 
daily, in divided doses, every three hours is pre- 
ferred in adults, and in children relatively smaller 
doses. The antibacterial activity of streptomy- 
cin is much higher in an alkaline medium. 
Alkalinization also reduces the likelihood of the 
development of streptomycin fastness in the 
infecting organism. Thus, alkalinization of the 
urine is desirable when streptomycin therapy is 
in progress. An exception to this is when urea- 
splitting organisms are present. 

Reactions to streptomycin have been few and 
are relatively benign. There are two notable excep- 
tions. Vestibular disturbances not infrequently 
occur following administration of the drug over 
a prolonged period of time. Also cases of deaf- 
ness, temporary or permanent, have been reported. 
Following administration of streptomycin there 
is usually some drop in blood pressure. In a 
few patients, we have observed a decided and 
precipitous fall in blood pressure, as much as 
50 mm. of mercury. This drug should, therefore, 
be used with great caution in elderly patients 
with hypertension. 


ARSENICALS AND MANDELIC ACID 

Neoarsphenamine was probably the first specif- 
ic drug used in the treatment of coccal urinary 
infections, and despite the advent of numerous 
newer drugs, arsenicals administered intrave- 
nously still have a place in the treatment of this 
type of infection. Recently, renewed interest has 
been shown in the treatment of amicrobic pyuria 
with arsenicals.°°* We have found that three 
or four injections of neoarsphenamine or maphar- 
sen usually suffice. They are used much in the 
same manner as in treating syphilis, and the usual 
precautions regarding renal function should be 
observed. 

Mandelic acid and its derivatives are efficient 
in the treatment of bacillary infections of the 
urinary tract and are almost specific in the treat- 
ment of infection caused by Streptococcus faeca- 
lis." When this organism is present, mandelic 
acid often will clear the urine when the newer 
drugs have failed. We have successfully employed 
methenamine mandelate when bacteriostasis must 
be carried out over a long period of time. Fluids 
are restricted and alkalinizing drugs are omitted 
when a considerable degree of acidification of the 
urine is being attained. Toxic reactions to man- 
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delic acid and derivatives are slight and infre- 
quent. 


SUMMARY 

An adequate clinical and bacteriologic evalu- 
ation is essential in the treatment of urinary 
infections. Removal of any obstruction which 
impedes the free flow of urine is essential for 
the full therapeutic benefit derived from chemical 
or antibiotic agents. 

Generally, relatively small doses of sulfonam- 
ides are adequate for treatment in most cases 
of urinary infections. The combination of multi- 
ple sulfonamides is more efficient and is not 
accompanied by any increase in renal compli- 
cations. 

Penicillin is of greatest value in the treatment 
of coccal infections. It is of little value in bacillary 
infections and is useless in tuberculous infec- 
tions. Streptomycin is valuable in the treat- 
ment of infections due to gram-negative bacilli 
and has value in the treatment of genito-urinary 
tuberculosis. Adequate dosage of antibiotic agents 
should be instituted in order to preclude possible 
resistance to these antibiotics. The combined use 
of antibiotics and chemotherapeutic agents may 
be indicated in mixed infections. Untoward 
sequelae resulting from therapy with these drugs 
should be carefully sought for, and precautions 
should be taken to prevent them. 
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Pericardial Celomic Cyst: Case Report 
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Thin-walled cysts located in the mediastinum 
adjacent to the pericardium have been designated 
pericardial celomic cysts by Lambert,’ who in 
1940 reported 2 cases he had seen along with 2 
other cases from the literature. It is supposed 
that, due to some slight defect in the breakdown 
of the various lacunas in the primordial mesoderm 
that go to make up the pericardial celom, there 
remains one or more loculations of the pericardial 
celom near the main pericardial sac and that these 
rarely persist through embryonic development and 
appear as cystic masses during life. These cysts 
are thin-walled, lined with a low epithelium and 
usually contain a thin fluid, most often clear but 
occasionally sanguineous. Lam’ in 1948 reported 
a case of his own and mentioned the 4 cases 
quoted by Lambert.’ These cysts are undoubtedly 
more common than reports indicate and probably 
have been reported previously under other des- 
ignations. Churchill’ reported a simple cyst of 
the mediastinum which has most of the character- 
istics of a celomic cyst. Greenfield, Steinberg and 
Touroff* also reported a cystic mass of the anterior 
mediastinum as a “spring water” cyst and from the 
gross microscopic report it does not seem to be es- 
sentially different from this group. Its frequency 
must be of a low order, however, as in nearly 
4,000 fluoroscopic examinations of the chest in 
selected cases in a large general hospital, normal- 
appearing chests having been screened out on 
previous roentgen examination, no case was seen 
which fulfilled the relatively simple criteria. 
Abbott® of Atlanta has seen 14 such cases which 
are unreported as yet. 

The radiologic differential diagnosis of medias- 
tinal masses is as follows:°”* 

“The tumors are usually: 

I. Cystic in character. 
II. Connective tissue. 
III. Malignant tumors. 
IV. Metastatic tumors. 
V. Aneurysms and other masses. 


r Read before the Pinellas County Medical Society, March 
° 48. 


I. The cystic tumors: 


II. 


A. Pericardial cysts are mesodermal in 
origin. The pericardial cysts are usually 
circumscribed, well encapsulated, homo- 
geneous masses, and are always associated 
with the pericardium. Definite elongation 
of the tumor on inspiration and flatten- 
ing on expiration is a differentiating point 
of this tumor as seen on fluoroscopic 
examination. 

B. The dermoids and the teratomas 
are unable to be differentiated from each 
other by x-ray. They are circumscribed, 
well encapsulated and usually located on 
the anterior superior mediastinum. They 
may contain certain portions of bone and 
teeth. 

C. The lymphangiomas are irregular in 
shape, not encapsulated, and are usually 
located in the retrocardiac space in the 
hilum, usually on the left. 

D. The echinococcal cysts are cir- 
cumscribed, well encapsulated, usually 
located near the hilum and are frequently 
diagnosed by the lesion elsewhere. 

E. The bronchial cysts. About 50 per 
cent of these have fistulous openings. 
They are located above or at the bifurca- 
tion of the trachea. These tumors are 
located in the midline, posterior to the 
trachea and esophagus, anterior and to 
the left of the upper dorsal vertebrae. 

F. The esophageal cysts may be lo- 
cated in any portion of the esophagus but 
are usually in the middle third. The cysts 
in the upper portion of the esophagus 
have the same radiographic appearance 
as bronchial cysts. 

Some of the connective tissue tumors in- 
clude: 

A. Neuroma or neuroblastoma which 
are derived from the posterior ganglia, in- 
tercostal nerves or the sympathetic nerv- 
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ous system. These tumors are usually 
dense, nodular and circumscribed. The 
foramina and a portion of the body of 
the vertebra may show bone destruction. 
They are always located in the paraver- 
tebral space. 

B. Fibromas are circumscribed, dense, 
well encapsulated and usually located in 
the anterior mediastinum near the peri- 
cardium. They do not pulsate or change 
in size and shape on respiration. 

C. The lipomas are encapsulated, 
usually associated with the costal spaces 
or through the pleuroperitoneal Foramen 
Bachdaleks in the anterior mediastinum 
by a pedicle closely associated with the 
pericardium. They are homogeneous in 
density but more dense in the center. 

D. The chondroma is a circumscribed, 
homogeneous tumor of varying size. 
These tumors are derived from the rib 
cartilages anteriorly or from the carti- 
lages of the dorsal vertebrae. These 
tumors are usually located in the anterior 
mediastinum. 

E. Thymoma are irregular, dense, 
homogeneous masses, usually located in 
the anterior superior mediastinum. 
Malignant tumors: 

A. The sarcoma may be located any- 
where in the thoracic cavity, and cannot 
be differentiated by x-ray except through 
elimination. 

B. Malignant lymph node tumors in- 
clude the lymphoblastoma and lymphatic 
leukemia. These tumors are _ usually 
large, irregular in shape and located su- 
perior to the pericardium. The x-ray dif- 
ferential diagnosis can be made by small 
doses of x-ray therapy. These lymphatic 
tumors are very radiosensitive, but the 
lymphoblastoma (Hodgkins’ Disease) 
are usually radioresistant. 

C. Carcinoma. 

1. The bronchogenic carcinoma is 
usually located in the primary and 
secondary bronchi and may be irregu- 
lar, infiltrating and varying in size and 
shape, with usually associated bron- 
chiectasis, atelectasis, and pneumonitis 
due to compression of the bronchi. 

2. Endothelioma of the pleura (Pan- 
coast Tumors) are nearly always lo- 





VoLume AXXV 
NuMBER 7 


cated in the apices, and many show in- 
filtrating characteristics. 
IV. Metastatic tumors: 

A. Solitary metastatic lesions usually 
show the primary lesion in other parts of 
the body. 

V. Aneurysms and other masses: 

A. Aneurysms cannot be dissociated 
by fluoroscopic examination from the 
vessels. Many contain calcification and 
erode bone if close to the sternum or ver- 
tebrae. They usually pulsate. Angiocardi- 
ography will, in most cases, offer con- 
siderable help in differential diagnosis. 

B. Diaphragmatic hernias are diag- 
nosed by study of the barium meal and 
pneumoperitoneum. 

C. Pneumonitis consolidation and ate- 
lectasis are usually differentiated by clin- 
ical history and waiting. 

Nearly all the interthoracic tumors 
should be fairly correctly diagnosed by 
x-ray including angiocardiography, diag- 
nostic pneumo-thorax, pneumoperitoneum, 
and accessory assistance, such as bron- 
choscopy, thoracoscopy and aspiration bi- 
opsy. There is no contraindication to as- 
piration biopsy with the exception of 
echinococcal cysts.” 


REPORT OF CASE 


J. C., a white man aged 37, had two survey roent- 
genograms of the chest, one in June 1946 and the other 
in July 1947. He was informed of the finding of a mass 
in his chest and was referred for examination. A history 
of fatigue and a 12 pound loss in weight during the past 
eighteen months was elicited. Palpitation and _ slight 
dyspnea had also been noted during the past few weeks. 
A peculiar noise on breathing while in the recumbent posi- 
tion was noted. There was difficulty in evaluating 
symptoms completely as the patient was much upset by 
the roentgen report. He was referred for a full size 
radiographic study in all positions. The preoperative 
roentgenograms are shown in figure 1]. 

The following fluoroscopic report was given: 

Fluoroscopic examination (Aug. 30, 1947) of the 
chest reveals no tracheal displacement. The dia- 
phragms are of normal position, size and movement. 
The heart is of normal position, size and pulsation. 

In all views there is a mass in the lower right chest, 

anteriorly and medially situated. This mass has a 

smooth, rounded, sharp border. It cannot be separat- 
ed from the pericardial shadow in this region of 
the right atrioventricular junction, but this does 
not imply that it is a part of, or attached to the 
pericardium. On respiration, there is some downward 
movement simultaneous with the movement of the 
right diaphragm and there is some apparent elonga- 
tion of the mass as it is stretched vertically. There is no 
pulsation in the mass. Impression: Extra cardiac mass 
in the right chest. Possible: 1. Pericardial cyst. 2. 
Benign cvst close to the pericardium. 3. Teratoma. 
4. Neurofibroma. 

This patient was referred to Dr. Osler Abbott of 
Emory University in Atlanta. The history was essentially 
as given. The physical findings were essentially negative 
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Fig. 1—Radiologic study, August 1947. Exactly posterior-anterior view, ordinary technic; anterior-posterior view 
with greater penetration; left lateral; right and left anterior oblique views with barium in the esophagus. All show a 
rounded, dense mass in the right side of the chest located inferiorly, medially and anteriorly. See fluoroscopic report in 


text. 


except for some increase in percussion dulness of the 
right lower cardiac border. Laboratory findings were 
normal. 

Following penicillin therapy, the patient was operated 
on. Intratracheal gas-ether-oxygen was used after pen- 
tothal sodium induction. A large, thin-walled cyst, about 
the size of an orange, filled with thin, clear fluid, 
was found between the mediastinal pleura and the peri- 
cardium overlying the right atrium. This cyst was 
attached posteriorly by a thin stalk, anterior and medial 
to the inferior vena cava and posterior to the pericardial 
sac. Complete removal was accomplished and the chest 
closed. Portions of the middle lobe and inferior lobe, 
which were atelectatic from pressure of the mass, were 
re-expanded. Daily chest taps were done postoperatively, 
and convalescence was uneventful. 

The pathologist reported the specimen as membrane of 
a cyst wall, composed of a thin layer of fibrous. tissue 


lined with a low .epithelium. No inflammatory or neo- 
plastic changes were noted. 

The patient is in good health and back at work. 
Postoperative roentgenograms are shown in figure 2. 
SUMMARY 

Pericardial celomic cysts probably occur more 
frequently than is generally supposed. 

The radiologic differential diagnosis of medi- 
astinal masses is presented in detail. 

A case of pericardial celomic cyst is reported. 
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Fig. 2—Exactly posterior-anterior view and right lateral view, Oct. 21, 1947, seven weeks 
postoperatively. 
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A SYSTEM OF DIABETIC DIET PRESCRIPTION FOR 
THE GENERAL PRACTITIONER. By Carlos P. Lamar, 
M.D. Am. J. Digest. Dis. 14:323-332 (Oct.) 1947. 

The author presents four basic or standard 
diabetic diet prescriptions which depart from the 
use of unnecessarily complicated calculations. He 
has endeavored to build his system from the 
formula of a normal menu, to fit it to the patient’s 
needs and to preserve for the diabetic patient the 
enjoyment of good and pleasant food. 

Diets 1 and 2 were designed by the author 
to provide for weight reduction; diet 3 is calculated 
for moderate caloric needs, and diet 4 is arranged 
for average needs. For larger requirements, the 
prescriptions are so arranged that unlimited varia- 
tions and increases may be made with simple 
additions. 

The system provides the physician with a wide 
choice of basic formulas with which to suit his 
patient’s needs. The author recommends that the 
patient be given a complete set of the simple in- 
structions and also the menus for each meal, which 
provide a wide choice of variations and portions 
easily measured without the need of intricate tables 
or of weight scales. The patient is instructed to 
use 4 measuring cup, measuring spoons and a six- 
inch washable plastic ruler as his equipment. 
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ANAPHYLAXIS AND ANESTHESIA. By Harold 
Carron, M.D. Anesthesiology 8:625-636 (Nov.) 
i947. 

The author believes that no generalizations 
can be made regarding the protection offered 
against anaphylaxis by anesthesia. Following 
experiments with mice and guinea pigs, he con- 
cluded that ether anesthesia does not prevent 
anaphylactic shock in unpremedicated mice, but 
it apparently affords some protection against an- 
aphylactic shock in unpremedicated guinea pigs, 
particularly in actively sensitized animals. In the 
experimental mice, he found that ether appar- 
ently enhances the manifestations of anaphylaxis 
and decreases the survival time following injec- 
tion of the shocking dose of serum. 

Cyclopropane anesthesia did not prevent an- 
aphylactic shock in unpremedicated mice or 


guinea pigs. It decreased the survival time of the 
guinea pigs injected with a shocking dose of 
serum, but apparently had no effect on the in- 
tensity of the shock or the survival time follow- 
ing injection of such a dose in the mice. 

These experimental studies led to two conclu- 
sions: (1) that the sympathomimetic action of 
ether anesthesia is of value in the prevention of 
anaphylactic shock in those animals in which the 
manifestations of anaphylaxis are predominantly 
pulmonary, and (2) that the inhibition of an- 
aphylactic shock is not a property of anesthetic 
agents in general. 

An extensive review of the literature on non- 
specific inhibition of the anaphylactic syndrome 
is given. 
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ALLERGIC NEURODERMATITIS. By Clarence 
Bernstein, M.D. Urol. & Cutan. Rev. 49:684-687 
(Nov.) 1945. 

Six cases are presented for the purpose of 
pointing out the striking interplay of anxiety 
nervous tension states and allergic skin disorders 
as they are met in office practice. These cases 
have features common to both the purely allergic 
segment of the dermatoses and the neurotic. The 
lesions in the skin are characterized by itching, 
punctiform vesicles, erythema, edema and occa- 
sional exudation; they occur in such variable 
locations as the hands, arms, legs and feet, and 
about the face and eyes. 

Psychogenic and allergic factors uncovered 
have both been considered etiologic factors. Treat- 
ment based on both considerations has given relief 
more promptly to the patient. Allergic neuro- 
dermatitis is preferred as the appropriate term for 
this lesion. Possible mechanisms are discussed. 

aw 

THE FLIGHT SURGEON: HIS ROLE IN STUDENT 
PILOT TRAINING. By Richard C. Cumming, Col. 
M.C., A.U.S. Mil. Surgeon 100:385-389 (May) 
1947. 

The role of the flight surgeon with its varied 
human interest aspects is graphically set forth 
in this account of the experience of the author 
with student pilots of several nationalities as he 
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participated in their training program over a 
period of more than five years. There first came 
under his care at the Lodwick School of Aero- 
nautics at Lakeland 1,560 cadets, of whom 986 
were British and 574 American. Later, his work 
was with the 1,660 Negro cadets at the Tuskegee 
Army Air Field, Tuskegee, Ala. To all of these 
student pilots he pays high tribute. He observed 
that regardless of climate, age or race, from the 
surgical viewpoint the various groups presented 
the same problems, but the percentage of oper- 
ations for cadets was low compared to that for 
enlisted men and pilots. Serious accidents were 
few, but spectacular. The highlights of some of 
the unusual accidents that may claim the flight 
surgeon’s attention are presented. 
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NEUROSYPHILIS AS SEEN BY THE INTERNIST: 
DIAGNOSIS AND PRESENT-DAY EVOLUTIONARY 
THERAPY. By Clarence Bernstein, M.D., and 
Solomon D. Klotz, M.D. Urol. & Cutan. Rev. 
51:200-203 (April) 1947. 

This article re-emphasizes the protean mani- 
festations of syphilis, particularly neurosyphilis, 
and the need for early detection of syphilis of the 
central nervous system. Four cases which repre- 
sent a fair sampling of the type of clinical material 
seen by the internist are reported. Some phases 
of the treatment of neurosyphilis are discussed 
with special reference to penicillin and fever. It 
is pointed out that the combined treatment yields 
better clinical results than either method alone. 
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MALIGNANT MELANOMA OF THE NASAL MUCOSA. 
By Charles C. Grace, M.D. Arch. Otolaryng. 46: 
195-210 (Aug.) 1947. 

A case of malignant melanoma of the nasal 
mucosa is reported and is believed to be the first 
one recorded in which this rare lesion in this loca- 
tion occurred in a Negro. The literature on this 


unique tumor, which develops in a site where . 


the tissues normally do not contain pigment, is 
reviewed, and the 66 collected cases are analyzed 
with respect to sex, age, duration and nature of 
symptoms, site within the nasal cavity, treatment 
and prognosis. In some cases the primary tumor 


remains localized over a long period. Its slow 
growth as compared with the rapid dissemination 
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of the metastatic lesions is an important con- 
sideration in treatment, emphasizing the impor- 
tance of radical removal including a wide margin 
of normal tissue. The prognosis is grave; in only 
3 cases was there a record of survival without 
recurrence or metastasis for more than two years. 
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EFFECT OF VARIOUS SOLUTIONS OF PENICILLIN 
SODIUM AND PENICILLIN CALCIUM ON THE RESPIRA- 
TORY NASAL MUCOSA OF RABBITS. By Noah D. 
Fabricant, M.D., A. R. Hollender, M.D., and 
Harold W. Anderson, M.D. Arch. Otolaryng. 
46:36-39 (July) 1947. 

From their animal investigations and from 
clinical reports in the literature, these authors 
concluded that penicillin solutions administered 
topically have no deleterious effect on respiratory 
nasal membranes. Their studies demonstrated 
that various solutions of sodium and calcium 
penicillin (containing from 1,000 to 5,000 units 
per cubic centimeter) when applied topically to 
the respiratory nasal mucosa of rabbits every 
day for thirty to ninety days have an apparently 
innocuous effect on nasal tissues. Penicillin solu- 
tions suitable for topical application in the treat- 
ment of nasal and sinal infections are, it seems, 
compatible with ciliary activity, have a slightly 
acid hydrogen ion concentration value approxi- 
mating that of normal nasal secretions, are iso- 
tonic and are noninjurious and nontoxic. 
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OBSERVATIONS ON PITYROSPORUM OVALE IN 
SEBORRHEIC BLEPHARITIS AND CONJUNCTIVITIS. 
By Joseph S. Gots, M.S., Phillips Thygeson, M.D., 
and Morris Waisman, M.D. Am. J. Ophth. 
30:1485-1494 (Dec.) 1947. 

Although Pityrosporum ovale is the only 
constant bacteriologic finding in seborrheic derma- 
titis of the eyelids, the role of this unclassified 
yeastlike organism in the disease remains un- 
settled, according to the authors. 

They report 143 cases of clinically recogniza- 
ble seborrheic dermatitis of the eyebrows and 
the eyelids in which in every instance P. ovale 
was found in scrapings. The organism was 
isolated in pure culture with difficulty and only 
on media containing fatty acid. Experimenta- 
tions are difficult since clinical seborrheic derma- 
titis is not a natural disease in animals and 
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because animal inoculations with P. ovale have 
failed to reproduce the disease. The few human 
inoculations recorded have been inconclusive. 

Although there is still a difference of opinion 
among dermatologists as to whether the role of 
P. ovale is pathogenic or purely saprophytic, the 
authors believe that the following findings are 
suggestive of an etiologic relationship between 
P. ovale and the eye and its adnexa: (1) the 
constant occurrence of the organism in the lesions; 
(2) the apparent relationship between the num- 
ber of organisms present in scrapings and the 
severity of the clinical disease; (3) the absence 
of the organism, or its exceptional presence in 
small numbers only, in clinically normal eyes; 
(4) the inability of the organism, unlike most 
saprophytes, to grow on any but complex media; 
and (5) the demonstration, by intradermal skin 
tests, of sensitization to the organism. The 
study suggests that P. ovale is pathogenic for 
this disease, but admittedly the evidence is not 
conclusive. 


NUTRITION AND METABOLISM OF PATHOGENIC 
FUNGI. By Walter J. Nickerson, Ph.D., and 
John W. Williams, M.D. In Biology of Patho- 
genic Fungi, edited by W. J. Nickerson (Annales 
Cryptogamici et Phytopathologici, vol. 6), 
Waltham, Mass., the Chronica Botanica Co., 
1947, Chap. 9. 

This study, with extensive bibliography, of ex- 
perimental data on the nutrition and metabolism 
of the fungi causing disease in man covers growth 
on natural products and complex media, nitro- 
gen nutrition, carbon nutrition, mineral nutrition, 
growth factor requirements and physiochemical 
factors in growth. The information gained from 
such a study permits comparison with numerous 
nonpathogenic forms that have, in many cases, 
been thoroughly studied, and may lead to some 
hypotheses, admitting of experimental test, con- 
cerning the metabolic reactions of the pathogen 
that might distinguish it from related nonpatho- 
genic fungi. Thus some insight may be gained 
into the necessity, cause, or “reason” for the 
parasitic life of the pathogen and further pro- 
gress towards the specific prevention or treat- 
ment of the disease caused by the pathogen. 

It is shown that some of even the most 
virulent pathogenic fungi may be grown on very 
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simple chemically defined media. Since all evi- 
dence indicates that the fungi causing systemic 
infections have a saprophytic existence in nature, 
it is suggested that such a situation may require 
a shift of emphasis away from some of the im- 
plications of the growth factor-pathogenicity work 
that has been so valuable with bacteria and pro- 
tozoa and previously assumed to hold for the 
fungi pathogenic for man; corresponding increases 
in emphasis may be placed on other metabolic 
characteristics of the pathogenic fungi. For 
example, the authors note that the real require- 
ment by many species of relatively high nutri- 
tional levels of certain heavy metals might bear 
closer scrutiny. 
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EAR DEFENDERS. By H. Marshall Taylor, M.D. 
Laryngoscope 57:137-141 (Feb.) 1947. 

In this article the author outlines the prog- 
ress made, particularly during the recent war 
years, in the development of an ear defender that 
would meet the exactions of military requirements. 
Exhaustive research by a distinguished company 
of scientists culminated in the development of the 
ear warden designated as V-51R, which is de- 
scribed and illustrated. This convenient and com- 
fortable device for occluding the auditory canal is 
made of black neoprene and when fitted properly, 
inserted correctly and used routinely under suitable 
conditions, should lessen the hazards of tempo- 
rary or permanent impairment of hearing both for 
military personnel and industrial workers. 
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EXPERIENCES WITH TRYOTHRICIN IN RHIN- 
OLOGY, SURGERY AND DERMATOLOGY. By Joseph L. 
xoldman, Lt. Col., MC, S. A. Roddenberry, Capt., 
MC, Herbert E. Fitch, Jr., Capt., MC, and Morris 
Waisman, Capt., MC. Ann. Int. Med. 27:103-113 
(July) 1947. 

Although tyrothricin does not possess the 
broad application of penicillin because it cannot 
be administered systemically, this drug has in the 
opinion of these authors a definite place in the 
treatment of surface infections. They present 
three types of cases treated with tyrothricin 
locally, namely, rhinologic infections, surgical in- 
fections and dermatologic infections. 
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In the rhinologic group, the drug was used 
in the treatment of sinus infections, in the direct 
and prophylactic treatment of postoperative sinus 
wounds and sinuses, and in the prophylactic treat- 
ment of acute coryza to prevent or reduce the 
severity of the suppurative stage. In the surgical 
group, it was used in a series of pilonidal cases and 
in a series of minor surgical infections. In the der- 
matologic group, it was employed in a series of 
resistant infections. 

The concentration of tyrothricin used in these 
cases was 0.2 mg. per cc. (1:5,000); that is, 1 
cc. of a 2 per cent alcoholic solution of tyrothricin 
was added to 100 cc. of distilled water. 

In this study tyrothricin was found to be an 
effective antibiotic in controlling and preventing 
surface infection. 


CARCINOMA OF THE THYROID GLAND IN CHIL- 
DREN. By Julian A. Rickles, M.D. Am. J. 
Surg. 74:8-13 (July) 1947. 

Four cases of carcinoma of the thyroid gland 
in children between the ages of 6 and 11 years 
are reported, and a discussion of diagnosis and 
treatment follows. In the first case, simple ex- 
cision of the adenoma, present most of the 
patient’s life, apparently sufficed, for three years 
had elapsed without recurrence or evidence of 
metastasis. This case illustrates, the author point- 
ed out, that the only difference between a benign 
and a malignant adenoma of the thyroid is the 
finding of the vascular invasion in the micro- 
scopic examination of the tissue. 

In the second and third cases, the tumors 
occurred in sisters, were practically identical 
microscopically, and both girls had definite evi- 
dence of hypothyroidism. Total thyroidectomy 
was performed in both cases. The author favored 
deep roentgen therapy postoperatively, but it was 
not administered. 

The fourth case illustrates the difficulty of 
making a clinical diagnosis in the diffuse type 
of malignant disease. In this instance the diag- 
nosis was made only by microscopic examination 
of a metastatic node which was grossly normal. 
The response to total thyroidectomy and roentgen 
therapy was excellent. 

The author concluded that the prognosis is 
excellent if children with this disease are treated 


promptly. 
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MONOCYTIC LEUKEMIA, A CASE REPORT ILLUS- 
TRATING VARIATIONS IN THE CLINICAL PICTURE. 
By Arthur E. Rappoport, Lt. Col., M.C., A.U.S., 
and Victor H. Kugel, Major, M.C., A.U.S. Blood 
2:332-355 (July) 1947. 

In this comprehensive article with extensive 
bibliography the origin and characteristics of the 
monocytic cell are discussed, and its probable der- 
ivation from mesenchyma is emphasized. The 
discussion indicates the difficulty in delineating 
the clinical syndrome and the cytologic characteris- 
tics of monocytic leukemia. Noting that this entity 
has engendered a variety of divergent clinical 
and histologic opinions, the authors were led to 
believe that some of the discrepancies in the 
literature can be synthesized into an organically 
unified and acceptable concept. Study of the 
‘natural history” of monocytic leukemia yields 
observations, they concluded, which tend to rec- 
oncile many of the hitherto conflicting opinions 
regarding the disease. They present a case in 
which prolonged and intensive clinical and labora- 
tory observations demonstrate the erratic course 
of this disease and illustrate the erroneous con- 
clusions that may be derived from inconstant, 
momentary observations of this dynamic process. 
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DELAYED CONVALESCENCE FOLLOWING ACUTE 
HEPATITIS, A CLINICAL AND LABORATORY EVALU- 
ATION. By Donald F. Marion, M.D. Gastroen- 
terology 8:717-723 (June) 1947. 

The author reviews the medical records of a 
representative group of 82 male patients with 
an average age of 26 years who were transferred 
to a final type Army hospital because of failure 
to recover completely after prolonged hospital 
treatment for acute hepatitis. In this delayed 
convalescence group, 44 per cent recovered both 
objectively and subjectively after prolonged and 
intensive treatment. An additional 44 per cent, 
while completely recovered subjectively, continued 
to show objective evidence of mild hepatic im- 
pairment. Eight per cent continued to present 
subjective symptoms of possible hepatic origin 
long after all objective evidence of dysfunction had 
disappeared. In 4 per cent, if the diagnosis of 
early hepatic cirrhosis was correct, there was prob- 
ably true progression of a continuous disease to a 
point where complete recovery could no longer be 
anticipated. 
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A. M. A. HOUSE OF DELEGATES 
Louis M. Orr, II, M.D., Delegate..........+..+. Orlando 
Witiiam Y. Sayap, M.D., Alternate....West Palm Beach 
(Terms expire Dec. 31, ” 1949) 
Homer L. Pearson, Jr., M.D., Delegate Sineeas aeenae Miami 
Frank D. Gray, M. pA ERE Orlando 
(Terms “expire Dec. 31, 1950) 
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DIABETES DETECTION DRIVE 
THE PHYSICIAN’S ROLE 


The existence of a million undiscovered 
diabetic patients in the United States has been 
demonstrated through a series of surveys, the 
most recent of which was conducted by the United 
States Public Health Service. The results of 
these studies now provide an opportunity for 
the medical profession to seize the initiative and 
carry forward in this significant phase of public 
health. 

The American Diabetes Association has 
planned a simple, direct campaign to promote the 
early discovery and prompt treatment of the 
million undiscovered cases of diabetes, with the 
physician himself in the driver’s seat. Through 
local diabetes associations, with the cooperation 
of local, county and state medical societies, it 
is planned to carry out screening tests by a new 
five minute micro-blood sugar method with si- 
multaneous urinalysis for sugar and with attention 
to time relation to food. The candidate will be 
required to name a physician or clinic to which 
the results of the tests will be mailed for inter- 
pretation. By this procedure the unknown dia- 
betic patient will be brought under the care of 
his own physician. 

This association plans to carry on an in- 
tensive educational campaign through newspapers 
and radio channels which should help physician 
and patient alike. It also will supply physicians 
throughout the nation with a “Handbook of 


Therapy” to guide the physician in the treatment 
of diabetes. 

The week of December 6-12 was proclaimed 
“Diabetes Week” to serve as the formal begin- 
ning of the drive which, it is planned, will con- 
tinue on a long term basis. 

The American Diabetes Association seems 
determined to do its part, probably more than 
its part, in finding the million unknown diabetic 
patients and guiding them to the physician for 
treatment. It would seem that the least each 
physician can do is to cooperate to the fullest 
in this worthy project, both by giving support to 
the campaign and by furnishing adequate treat- 
ment for the new diabetic patients when they 
present themselves. 
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RESERVE THESE DATES 
APRIL 10, 11, 12, 13, 1949 
FOR THE CONVENTION IN 
BELLEAIR 
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PEPPER—SLAUGHTER FORUM DEBATE 
ON COMPULSORY HEALTH INSURANCE 


Florida’s Senator Claude Pepper, _ silver- 
tongued orator of the Senate, and Florida’s dis- 
tinguished author-lecturer-surgeon, Dr. Frank G. 
Slaughter, chairman of the Public Relations Com- 
mittee of the Florida Medical Association, met 
head on in a lively verbal tilt in Jacksonville on 
November 18 in an open forum sponsored by the 
Jacksonville Junior Chamber of Commerce. 
“Should Congress Enact Compulsory Health 
Insurance Legislation?” was the subject of the 
debate. 


The nation’s foremost advocate of compul- 
sory health insurance advanced the usual argu- 
ments, long since worn threadbare, to bolster 
his pet scheme, declaring the compulsory plan 
to be “the Democratic approach to the essential 
problem of prolonging the life and preserving the 
heaith of the American people.” In the light of 
the truth, it takes intestinal fortitude possessed 
only by the very few—especially among those 
expected to be responsible and intelligent rep- 
resentatives of the citizenry—to have the temerity 
to drag out again and again the creaky skeleton 
of 40 per cent rejections in Selective Service and 
with clanging oratory lay this high rate to con- 
ditions resulting from lack of medical care. Too, 
the sob story indictment of the medical profes- 
sion, charging it with neglecting the medical 
needs of the people and leaving millions of low 
income workers without medical care, grows bor- 
ing, to say the least, to any person who will take 
the trouble to inform himself. 

With scintillating clarity, Dr. Slaughter, in 
refuting these claims, characterized the Senator’s 
favorite legislative child as “a hydra-headed 
brat, sired by three men in the pay of the 
Federal Government, Altmeyer, Ewing and Falk, 
and designed further to regiment the American 
people.” He was quick to remind the capacity 
audience and the radio listeners that the doctors 
of the country are giving away a million dollars 
a day in free medical services and are fostering 
nonprofit plans for prepaid medical care through 
the Blue Cross and Blue Shield whereby people 
may protect themselves. Point by point, Dr. 


Slaughter knocked down the Senator’s straw men 
as he built up the case against socialized medi- 
cine, blasting into absurdities the pious claims 
and formidable-sounding statistics of his op- 


ponent. His brilliant rebuttal was abundantly 
attested by the overwhelming approval of the 
forum and the radio audience. 

Stung by the exigencies of the moment into 
recanting somewhat in view of his wholly un- 
tenable position, Senator Pepper sought to miti- 
gate his blistering accusations by suave speech 
and hollow expressions of personal admiration 
for the medical profession—an old, old story all 
too familiar to Florida doctors and sorry camou- 
flage indeed for an ardent proponent of socialized 
medicine, by whatever name it may be called. 
Every thinking man of medicine must realize 
that any advocate, much less an aggressive 
champion, of governmental control of the pro- 
fession brands himself as its.sworn enemy. 

Having stated publicly his intention to in- 
troduce before the next Congress a proposal for 
compulsory health insurance, Senator Pepper 
specifically identified it as following the famil- 
iar Wagner-Murray-Dingell line. It is no happen- 
stance that on the day he was in Jacksonville 
contending against Dr. Slaughter’s cogent pres- 
entation of the true situation, Dr. Arthur Alt- 
meyer of the Social Security Board announced 
that not only would compulsory health insurance 
be proposed to the next Congress but also com- 
pulsory insurance for wage loss from sickness, 
the second head of proposed legislation described 
by Dr. Slaughter as the “hydra-headed brat.” 
And the day following, Mr. Oscar Ewing, Fed- 
eral Security Administrator, made a similar state- 
ment before a national labor group. 

The physicians of America face today the 
most critical fight in their entire existence, the 
fight for survival as a free profession. The 
enemies of medicine, led by Altmeyer, Ewing and 
Falk, powerful triad in the Federal Security 
Administration and the Bureau of Research and 
Statistics, have as their spokesman one of Amer- 
ica’s finest orators, the man whose tongue is 
feared most of all on the floor of the Senate. 
His mellifluous tones promise to unwary voters 
a Utopia which could only be a pitfall. Not only 
would it wreck the health record of American 
Medicine and the American People, but all too 
soon it would engulf the nation’s health and the 
national economy in a maelstrom of destruction 
from which there would be no escape. 
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DO YOU READ YOUR JOURNAL? 


The questionnaire propounded by the Assist- 
ant Editor of The Journal at the District Meet- 
ings last October elicited information that should 
interest the members of the Association in general 
as well as The Journal’s editorial staff in par- 
ticular. The 111 physicians who obligingly 
responded to the two main questions, ‘““Do you 
read your Journal?” and “What is your favorite 
section?” doubtless represent a cross section of 
the membership, and their views probably reflect 
the general opinion regarding the Association’s 
official organ. 


Approximately two thirds of the group read 
The Journal regularly. Only three physicians 
acknowledged reading it seldom, the remainder 
reading it irregularly. One fourth read it 
thoroughly. Nearly two thirds peruse it as they 
would most any magazine or journal, preferring 
certain sections. 


With a bare majority of these physicians, 
the scientific articles take precedence as the 
favorite section. Next in favor are news items, 
with almost one third expressing particular in- 
terest in this feature. In fact, three times as 
many are particularly interested in the doings of 
their colleagues, it seems, as are interested in 
their writings, for hardly a tenth of the group 
prefer the abstract section. Nearly one fourth 
find the editorials to be of paramount interest— 
not too heartening a number. The commentaries 
appear to evoke the least interest, only five physi- 
cians ranking them as meriting special attention. 


The Editors salute the lone member of the 
group who frankly stated that he not only has 
no favorite section but that he reads The Journal 
not at all. Also, we salute the physician who 
reads all sections except the scientific articles, 
skipping them because he is “not interested in 
them.” Doubtless these two represent a tiny 
minority within the Association, but fortunately 
their number would seem to be relatively in- 
finitesimal in the light of this questionnaire. And 
we would not fail to mention the reader who 
reads some sections “once, some twice and some 
three times.” We trust the motive for rereading 
is sheer interest, and we commend his zeal to 
other readers. 

After all, The Journal belongs to the members. 


Too, it can be no better than they make it for 
they are contributors as well as readers. All the 


members, from those who read it seldom or not 
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at all to those who read it thoroughly, share in 
the responsibility for its success or failure to fill 
its rightful place. The Editors welcome com- 
ment, favorable or adverse, just so it is sincere 
and constructive. Comment of whatever nature 
is certainly better than none at all. Likewise, 
they welcome contributions of sufficiently wide 
interest to appeal to a fair proportion of the 
membership. 

Do you read your Journal? How long since 
you have been a contributor to its columns? 
What are you doing to make your Journal a 
better publication? 

Zw 


STUDY OF CHILD HEALTH 
SERVICES 


FLORIDA 


When the American Academy of Pediatrics 
undertook a nationwide study of child health 
services two years ago, the Florida State Pediat- 
ric Association was one of the first groups to get 
its study under way. The project was based on 
the conviction that physicians themselves should 
assume greater responsibility in planning medical 
care for children. Recently the physicians of 
Florida received a comprehensive report sum- 
marizing the results of the survey in this state, 
which they will wish to ponder. 

In the summer of 1946, when the study was 
begun, there were 1,412 physicians in private prac- 
tice in the state and 395 children per physician. 
There were 59 pediatricians in private practice 
and 9,472 children per pediatrician. Fifty-two 
of the pediatricians were located in cities of 
10,000 or more population. The state as a whole 
had 17 per cent more children per physician 
than the average of eight selected comparable 
states. Children living in isolated rural coun- 
ties received about 47 per cent of the amount of 
physicians’ services received by children living 
in metropolitan counties. 

Sixty-six per cent of physicians’ visits to 
children were made by general practitioners. 
Even in metropolitan counties they saw almost 
twice as many children as did the pediatricians. 
On the average, they saw 20 patients in one day, 
but 6 per cent reported seeing 50 or more patients 
on the day assigned to them, and 43 per cent saw 
more than 20. Approximately 25 per cent of 
these patients were children, and less than one 
fourth of this number were well children. Re- 
porting on a twenty-eight day period, pedia- 
tricians on an average day saw 18 patients. Other 
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specialists averaged 15 patients a day, 12 per 
cent of whom were children. These three types 
of practitioners saw about two thirds of the 
child patients in their offices. 

Although general practitioners provided most 
of the medical services for children, 43 per cent 
of them reported that they had had none or less 
than one month’s special training in pediatrics. 
Seminars to make added training in child health 
readily available to them are accordingly recom- 
mended in the report. Too, it is recommended 
that in localities where there are no pediatricians, 
a greater number of general practitioners devote 
more time to well children. 

The Florida State Pediatric Association is to 
be commended for this able study, made with the 
invaluable cooperation of the Florida State Board 
of Health. Members of the Florida Medical 
Association will wish to lend assistance when- 
ever possible in attaining the goals sought. In 
this report they will find constructive recommen- 
dations pertaining to the Florida Children’s Com- 
mission, expansion of community health services, 
a rheumatic fever program, expansion of hospital 
facilities including better provision for the care of 
premature infants, and expansion of dental serv- 
ices, as well as suggestions for physicians’ train- 
ing in child health and services to children. 
Theirs is the key role in the long term program for 
abolishing existing inequities and deficiencies and 
making the progress that will win for Florida in 
the care of her children an enviable place among 
the states. 


4 
BRAIN VACATION 


What happens when the brain blacks out? 
Scientists have long pondered what goes on in 
the human brain during periods of coma, anes- 
thesia and blurring owing to mental illness. In 
June the results of four years’ research by Dr. 
Seymour S. Kety and his associates of the Uni- 
versity of Pennsylvania School of Medicine were 
announced. They worked on the theory that by 
measuring the flow of blood through the brain 
they might determine what happens during re- 
cesses of mental function. After a patient had 
inhaled a 15 per cent solution of nitrous oxide, 
they compared samples of gas-laden blood taken 
en route to and on leaving the brain. 

These tests showed that the brain cells for 
the time being actually go on vacation, so to 
speak, in states of coma or anesthesia. Oxygen 
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and glucose consumption drop to about half 
their normal rates, and metabolism of the brain 
is greatly decreased. 

Studies by this method on patients with 
dementia praecox indicated that as much oxygen 
is required to maintain irrational thinking as 
rational thinking. In senile dementia, however, 
an actual decrease in the amount of oxygen being 
supplied to the brain was noted. This suggests 
an explanation for the slowing down of mental 
processes in aged persons. 

This new technic indicates the state of the 
brain during surgical operations. It also promises 
aid in the search for the cause of high blood 
pressure, brain tumors and mental disease. It 
may even lead to new knowledge about cerebral 
arteriosclerosis, apoplexy, diabetes and uremia. 


a 
HOW FAR DO YOU WALK DAILY? 


Do you ever wonder how far you walk in 
a day—especially on some days when hospital 
corridors seem longer than usual? A leaflet 
came our way recently giving the results of a 
pedometer survey made in several large cities. 
When the daily walking mileage of business men, 
housekeepers, salesmen, dancers, stenographers, 
children at play, waiters, conductors, policemen, 
letter carriers and salesgirls was recorded, it 
revealed some interesting averages. 

In a single day the average distance walked 
was 18,098 steps, or 7% miles. Exclusive of the 
walking he does away from business, the busi- 
ness man walks every three or four weeks a 
distance greater than from New York to Boston. 
A housekeeper, without leaving the house, walks 
annually a distance equal to that from Boston to 
San Francisco. At school and at play, a school- 
girl averages 1114 miles a day, a schoolboy 15 
miles. 

A physician in a hospital, who used his car 
when out of doors, walked 18 miles in a day. A 
golfer doing eighteen holes walked 82 miles. 
A salesgirl walked 8 miles a day and a salesman 
73 miles a week. Other totals were: a policeman, 
14 miles in a day; a letter carrier, 22 miles a 
day; a department store buyer, 7 miles a day; a 
girl in a business office, 57 miles in a week; and 
a stenographer, who rode to and from work, 43 
miles in a week. 

How far do you estimate you walked yes- 
terday? Last week? Last month? Your 
record for 1948 would probably surprise you. 
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MIDWINTER SEMINAR IN OPHTHAL- 
MOLOGY AND OTOLARYNGOLOGY 


The annual University of Florida Midwinter 
Seminar in Ophthalmology and Otolaryngology 
will convene at Miami Beach on the tenth and 
continue through the fifteenth of this month. 
Headquarters for the Seminar will be at the 
Robert Richter Hotel on the Ocean, and the 
schedule is arranged to provide an ideal com- 
bination of work and pleasure at this famous 
winter resort. The registration fee is $40. 


The lectures on Ophthalmology will be pre- 
sented on January 10, 11 and 12, and those on 
Otolaryngology on January 13, 14 and 15. All 
who register for the Seminar are cordially in- 
vited to attend the Midwinter Convention of the 
Florida Society of Ophthalmology and Otolaryn- 
gology on Wednesday night, January 12. On 
that occasion Dr. John H. Dunnington of New 
York and Dr. A. C. Furstenberg of Ann Arbor 
will be the speakers, and there will be shown an 
extraordinary motion picture by Dr. H. G. 
Kobrak and Joseph E. Hind entitled “The Func- 
tion of the Ear in Health and Disease.” 

The lecture periods will be from 9:00 to 
10:00, 10:15 to 11:15 and 11:30 to 12:30 each 
morning, and 2:00 to 3:00 and 3:30: to 4:30 
each afternoon. The lecturers and their sub- 
jects for each day follow in the order of presen- 
tation: 


Monday, January 10: Pathology of Glaucoma, Geor- 
giana Theobald, M.D., Chicago; Cycloplegic Refraction, 
Avery Prangen, M.D., Rochester; Surgical Treatment of 
Strabismus, John H. Dunnington, M.D., New York; 
Uveitis, Alan C. Woods, M.D., Baltimore; and Hyper- 
mature Cataract, Derrick Vail, M.D., Chicago. 

Tuesday, January 11: Surgical Treatment of Glau- 
coma, John H. Dunnington, M.D., New York; Uveitis, 
Alan C. Woods, M.D., Baltimore; Optic Nerve Cupping, 
Derrick Vail, M.D., Chicago; Orbital Tumors, Georgiana 
Theobald, M.D., Chicago; and Contrast and Balance 
in Subjective Testing, Avery Prangen, M.D., Rochester. 

Wednesday, January 12: Retinal Detachment, Der- 
rick Vail, M.D., Chicago; Pathology of Sympathetic 
Ophthalmia, Georgiana Theobald, M.D., Chicago; Dis- 
cussion of Some Unusual Problems in Refraction by Case 
Histories (Lantern Slide Demonstration), Avery Pran- 
gen, M.D., Rochester; Surgical Treatment of Detach- 
ment of the Retina, John H. Dunnington, M.D., New 
York; and Uveitis, Alan C. Woods, M.D., Baltimore. 

Thursday, January 13: The Eustachian Tube: Tests 
for Tubal Function; Early Diagnosis and Management 
of Tubal Dysfunction; Chronic Secretory and Exudative 
Middle Ear Catarrh; Late Complications of Tubal Ob- 
struction, John R. Lindsay, M.D., Chicago; Practical 
Considerations of Neurological Conditions Affecting the 
Nose, Throat and Larynx, A. C. Furstenberg, M.D., Ann 
Arbor; A General Lecture on the Histology, His- 


tological Characteristics of the More Common Malignant 
Tumcrs, LeRoy Allen Schall, M.D., Boston; Phvsiology 
and Pathology of Bronchial Obstruction, Paul H. Hol- 
inger, M.D., Chicago; and Conservation of Hearing in 
the Chronic Ear, Philip E. Meltzer, M.D., 

Friday, 


Boston. 
January 14: Malignant New Growths of 
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the Nose and Nasal Accessory Sinuses, Including Symp- 
tomatology, Principles and Treatment and a Survey of 
Two Hundred and Nine Cases, LeRoy Allen Schall, 
M.D., Boston; Oral Pathology: What the Rhinologist 
Should Know Concerning It, Philip E. Meltzer, M.D., 
Boston; Kodachrome Clinic in Otolaryngology and 
Broncho-Esophagoscopy, Paul H. Holinger, M.D., Chi- 
cago; The Syndrome of Deafness, Tinnitus and Vertigo: 
Differential Diagnosis, Pathology and Treatment, John 
R. Lindsay, M.D., Chicago; and The Management of 
Acute and Chronic Nasal Accessory Sinus Diseases, A. C, 
Furstenberg, M.D., Ann Arbor. 

Saturday, January 15: Bronchoscopy in Infants, Paul 
H. Holinger, M.D., Chicago; Recent Advances in Oto- 
laryngology, A. C. Furstenberg, M.D., Ann Arbor; The 
Nasopharynx and the Eustachian Tube as Regards 
Radiation, X-Ray and Adenoidectomy, Philip E. Melt- 
zer, M.D., Boston; New Growths Involving the Naso- 
pharnyx, LeRoy Allen Schall, M.D., Boston; and Verti- 
go: Routine Examination; Significance of Postural Ver- 
tigo; Differential Diagnosis and Management, John 
R. Lindsay, M.D., Chicago. 
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SOUTHERN MEDICAL ASSOCIATION 
MIAMI MEETING 


When the Forty-Second Annual Meeting of 
the Southern Medical Association ended in Miami 
the last week in October, the official attendance 
totaled 2,674. Of 1,595 physicians registered, 772 
were from Florida, 508 from Dade County and 
264 from elsewhere in the state. 

The president of this organization is now 
Dr. Oscar B. Hunter of Washington, D. C., and 
the president-elect is Dr. Hamilton W. McKay 
of Charlotte, N. C. After several months’ leave 
of absence, the secretary-manager, Mr. C. P. 
Loranz of Birmingham, resumed his duties on 
November 1. 

The annual meeting this year is scheduled 
for November 14-17 with the Campbell-Kenton 
County Medical Society of Northern Kentucky 
as host. The principal cities of this two county 
society are Covington and Newport, immedi- 
ately across the Ohio River from Cincinnati with 
its available hotels and other necessary physical 
facilities for this Kentucky meeting. 

The registration list included the following 
members of the Florida Medical Association: 

APALACHICOLA: Terry Bird. APOPKA: Thomas 
E. McBride. AVON PARK: Isaac W. Chandler. BALD- 
WIN: William D. Brinson. BARTOW: Lamar L. Lan- 
caster, Chester H. Murphy. BELLEVIEW: Edwin C. 
Hanson. BOYNTON BEACH: Nathaniel M. Weems, 
BRADENTON: Roderic O. Jones, Millard P. Quillian, 
William D. Sugg. CLEARWATER: William G. Mason. 
COCOA: Thomas C. Kenaston, Walter C. Page. COCO- 
NUT GROVE: Charles H. McDevitt, Jr. CORAL GA- 
BLES: A. Daniel Amerise, Gunnard J. Antell, Charles R. 
Burbacher, Henry H. Caffee, Philip J. Chastain, Ed- 
ward H. Cowell, Robert F. Dickey, Otto S. Dowlen, 
Franklin J. Evans, Richard C. Forman, Dewey H. 
Grimes, Glenn H. Heller, Frank W. Hewlett, Charles F. 
Hudson, John A. Hughes, Robert P. Keiser, Edward L. 


Kinney, F. E. Kitchens, James F. Lyons, Lynn D. Mc- 
Carley, Jr., William S. Piper, Warren W. Quillian, T. D. 
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Sandberg, William P. Smith, Herbert E. Sperry, Martiele 
‘Juiner, Karl W. Vetter, Wiuiam L. Wagener, Jr., Arthur 
H. Weiland, Hillard W. Wills. 

CxEsivIEW: Khett E. knzor. DAYTONA BEACH: 
C. Robert DeArmas, George M. Green, Aiphonsus M. 
Mcvartny. DeLAw UV: Wiluam R. Hutchinson, DeLRAY 
BEACH: James R. Nieaer, Charles A. Robinson. FER- 
NAND:iNA: Cecil B. Brewton, George A. Dame. FT. 
LAUDERDALE: Norris M. Beasiey, Robert E. Blount, 
Mark Butier, Milton N. Camp, Kussell B. Carson, Eu- 
gene C. Chamberlain, Anna A. Varrow, Frank Denniston, 
Burns A. Dobbins, Jr., Frederick J. Driscoll, Leroy B. 
Elliston, Roland F. Fisher, Donald H. Gahagen, Francis 
Haberman, Benjamin F. Hart, Elliott M. Hendricks, M. 
Austin Lovejoy, Richard A. Mills, Samuel P. Nixon, 
Henry J. Peavy, Francis D. Pierce, Thomas L. Roberts, 
Jr., Leigh F. Kobinson, Curtis H. Sory, Alva R. Taylor, 
S. Elliott Wilson. FT. MYERS: C. M. Askue, Joseph 
D. Brown, Wiliiam H. Grace, H. Quillian Jones. FT. 
PIERCE: Haynsworth D. Clark, Francis A. Gowdy, 
Lester L. Wh.ddon. 

GAINESVILLE: F. Emory Bell, J. Maxey Dell, Jr., 
Frank M. Hall, Albert G. Love, IV, James M. Mc- 
Clamroch, John E. Maines, Jr., DeWitt ‘[. Smith, Will- 
iam C. Thomas. HIALEAH: Van. M. Browne, Alfred 
E. O’Neil, Leon H. O’Quinn. HOLLYWOOD: Dale T. 
Anstine, Arthur Brill, Robert R. Harriss, Garland M. 
Johnson, Robert J. Patterson. HOMESTEAD: Joseph 
M. Burton, Allen W. Logan. JACKSONVILLE: Robert 
M. Baker, Sullivan G. Bedell, Gerhard T. Beck, Edward 
Can:pelli, Lucien Y. Dyrenforth, A. Judson Graves, 
Albert V. Hardy, William G. Harris, Benj. F. Hodsdon, 
Luther W. Holloway, Gordon H. Ira, Thomas H. Lips- 
comb, John M. McDonald, Robert B. McIver, Charles 
B. Mabry, Paul H. Martin, A. Sherrod Morrow, Samuel 
R. Norris, G. Frederick Oetjen, Lorenzo L. Parks, Geo. 
W. Richardson, Shaler Richardson, Clarence M. Sharp, 
Lauren M. Sompayrac, Wilson T. Sowder, John T. 
Stage, H. Marshall Taylor, Daniel R. Usdin, Frederick 
J. Waas, Edward C. Watt, J. Frank Wilson. JACKSON- 
VILLE BEACH: Adolph B. Cone. JUPITER: James C. 
Nowling. 

KEY WEST: Leonard H. Conly, James B. Parra- 
more. LAKE CITY: Thomas H. Bates, James F. Pitman. 
LAKELAND: Marion W. Hester, William P. Logan, 
James T. Shelden, Wylie L. Tillis: LAKE WORTH: 
A. Scott Turk. MARIANNA: Francis M. Watson, 
Courtland D. Whitaker. MELBOURNE: Theodore J. 
Kaminski. MIAMI: Lawrence Adler, Isadore H. Agos, 
Starling P. Alderson, Julius Alexander, Lasser Alexander, 
Ralph F. Allen, James L. Anderson, Edward R. Annis, 
Roger J. Arango, George C. Austin, Stanley H. Axelrod, 
Hubert A. Barge, William J. Barge, Ernest R. Barnett, 
Ralph E. Baxter, Martin S. Belle, Aaron Bernstein, 
Nelson M. Black, Jr., Morris H. Blau, William K. Boros, 
Carroll T. Bowen, John C. Branham, David Brezin, 
Andrew G. Brown, Earlsworth C. Brunner, John E. 
Burch, Reuben N. Burch, Henry Cadan, Orlon V. Carr, 
Jr., Bruce D. Carroll, Silas E. Chambers, Gail E. Chan- 
dler, Reuben B. Chrisman, Jr., Isaac B. Cippes, Marcus 
B. Cirlin, James W. Clower, Jr., George D. Conger, 
Milton M. Coplan, Vincent P. Corso, Edmonson S. 
Couric, Edward W. Cullipher, Benedict A. Cusani, David 
Davidson. 

John E. Dees, Lydia A. DeVilbiss, Louise DeVore, 
John W. Dix, Percy L. Dodge. L. Washington Dowlen, 
Carl E. Dunaway, John G. DuPuis, Herbert Eichert, 
James O. Elam, Wm. H. Ellis, Raymond L. Evans, 
Frederick E. Farrer, Robert F. Farrington, George Ferre, 
James E. Fischer, Willard L. Fitzeerald. Emmett T. 
Fitzpatrick. Marvin G. Flannery, M. Eugene FI'pse, 
M. Jay Flip-e, Roger J. Forastiere, Forrest H. Foreman, 
Stanley Frehling, Bessie S. French, Elmo D. French, 
Tom. R. Gammaze, Edmond Gamse, Herman Glassman, 
Francis W. Glenn. J. Raymond Graves, Fuad Hanna, 
Jemes C. Hardman, Robert M. Harris. W. Tracy Haver- 
field, Ella M. Hediger, Charles C. Hillman, John R. 
Hilsenbeck, Andrew H. Hinton, Edward E. Hedsdon, 
Luther A. Hodsdon, William M. Howdon, R. Spencer 
Howell, Jack Humphreys, James J. Hutson, Thomas 
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W. Hutson, William H. Izlar, Ralph W. Jack, Leslie M. 
Jenkins, S. Curtis Jonnson, Walter C. Jones, Ferdinand 
H. Kauders, Jack J. Kaufman, Jr., Jack Keefe, 3rd, 
Paul Keiis, Raiph Ek. Kirsch, Morris EK. Kuckku, Alex- 
ander Kushner, Carios P. Lamar, William T. Lanier, 
George W. Lawson, Frederick LeDrew. 

Rothwell Lefnolz, Alfred G. Levin, Nathaniel M. 
Levin, George D. Lilly, Wm. D. Lithgow, A. Buist 
Litterer, Joseph Lomax, Eugene C. Lowe, Robert O. 
Lyell, John T. Macdonald, Geo. N. MacDonei, John 
J. McAndrew, E. Norton McKenzie, George E. McKen- 
ze, Jack A. McKenzie, Plumer J. Manson, Dominic A. 
Marion, Donald F. Marion, John H. Mason, Jr., Willard 
B. Medlin, Matthias P. Meehan, Alexis M. Meivin, Perry 
D. Melvin, James H. Mendel, Claude G. Mentzer, James 
W. Merritt, Jr., Carl M. Midkiff, Robert F, Mikell, John 
D. Milton, Harry M. Moore, C. Russell Morgan, Jr., 
R. Sam Mosley, Albert H. Mouradian, Leo L. Nastasi, 
Jose I. Navairo, E. Sterling Nichol, Wesley S. Nock, 
James J. Nugent, Russell K. Nuzum, Robert M. Oliver, 
Benjam.n G. Oren, Marie M. Padorr, Samuel W. Page, 
Jr., Bascom H. Palmer, Frazier J. Payton, Colquitt 
Pearson, Homer L. Pearson, Jr., Nelson T. Pearson, 
Eduardo F. Pena, M. Sewell Pender, Max Pepper, J. 
Randolph Perdue, C. Larimore Perry, Edgar Peters, 
Kenneth Phillips, Roland F. Phillips, Benjamin G. Pol- 
lock, Frederick P. Poppe, Edwin P. Preston, James H. 
Putman, Gerard Raap, Harold Rand, Jack O. W. Rash. 

Homer A. Reese, Lawson S. Rentz. W. Carlton 
Rentz, Jr., Robert E. Repass, James C. Richardson, 
John R. Richardson, Julian A. Rickles, Samuel J. Ro- 
berts, Hunter B. Rogers, Manning J. Rosnick, Bernard 
D. Ross, Martin Ross, Leonard G. Rowntree, Ruth W. 
Rumsey, Walter W. Sackett, Jr., S. Marion Salley, Wiley 
M. Sams, Ralph S. Sappenfield, Milton S. Saslaw, Chaf- 
fee A. Scarborough, Oden A. Schaeffer, George F. 
Schmitt, Manuel A. Schofman, Joseph W. Scott, John 
B. Seeds, Herman Selinsky, Francis C. Skilling, C. Kirby 
Smith, Donald W. Smith, Marvin H. Smith, Robert 
T. Spicer, Donald G. Stannus, Franz H. Stewart, Joseph 
S. Stewart, Richard F. Stover, Maurice H. Tallman, 
Edwin C. Thomas, Kelly C. Thomas, Merrick D. 
Thomas, Major. E. Threlkeld, Henry L. Tippins, John 
P. Turk, Jr., Willie J. Vinson, Herbert W. Virgin, Jr., 
Ferdinand A. Vogt, Harrison A. Walker, Preston 
Watters, Philip Weinstein, Lynn W. Whelchel, Kenneth 
S. Whitmer, Edward H. Williams, George Williams, 
Jr., John E. Williams, M. C. Wilson, Arthur W. Wood, 
Arthur W. Wood, Jr., Robert C. Woodard, Frank M. 
Woods, Leo S. Wool, Corren P. Youmans, Iva C. You- 
mans, Paul A. Z’mmerman. 

MIAMI BEACH: Irving L. Alberts, Bernhard Baer, 
William H. Bernstein, Herman Boughton, Robert N. Bow- 
man, Raymond Breithart, Lewis Capland, Rudolph E. 
Drosd, Lee W. Elgin, Davis W. Exley, Jack J. Falk, Henry 
Feintuch, I. Leo Fishbein, Richard M. Fleming, Harold H. 
Fox, Elias Freidus, Hollis F. Gerrard, Lewis G. Glueckauf, 
Meyer J. Glick, Milton S. Goldman, Solomon B. Gold- 
man, Bernard Goodman, Max Gratz, Leo Grossman, 
Abraham R. Hollender, Walter T. Hotchkiss, Leonard 
H. Jacobson, Lewis L. Julien, Alexander I. Kernish, 
Bernard S. Kleinman, Samuel B. Kleinman, Maurice 
Kovnat, Harry Kraff, Victor H. Kugel, George N. 
Leonard, Leo M. Levin, Morris J. Levine, Sanford 
Levine, Alexander Libow, Rose E. London, Abraham 
Lustgarten, Louis G. Lytton, Meyer B. Marks, Isidore 
Marx, Edward W. Mencher, Abraham Nemser, Julius 
A. Oshlaz, Thomas O. Otto, W. Duncan Owens, Lewis 
Palay, Cavetano Panettiere, Julius R. Pearson, Jean 
J. Perdue, Virgil H. Pieck, Joseph B. Pomerance, Francis 
A. Reed, Maurice Rich, Louis F. Rogel. 

Maurice J. Rese, Alexander E. Rosenberg, Harold 
A. Ryan, M. Jandon S-hwarz, Sol Selevan, Charles L. 
Shallowav, Morris N. Silverberg, Lester Stepner. Guy 
R. Stoddard, Earl R. Templeton, Efton J. Thomas, 
Nicholas A. Tiernev, Rene A. Torrado, M. P. Travers, 
Harold D. Van Schaick, Barney Weinkle, D. Ward 
White, Mavrice Zimmerman, Nelson Zivitz. MIAMI 
SHORES: Thos. S. Griggs. Robert A. Maver. MIAMI 
SPRINGS: Laurin L. Andrews. NORTH MIAMI: 
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George R. McClary. OCALA: Henry L. Harrell. OR- 
LANDO: Dorothy D. Brame, Chas. J. Collins, Leland H. 
Dame, L. Paul Foster, Joseph L. Hundley, Eugene L. 
Jewett, Gerald W. Jones, William H. Kelley, Albert 
C. Kirk, Solomon D. Klotz, Fred Mathers, John P. 
Michaels, Royston Miller, Frank M. Parish, Don C. 
Robertson, Lowell S. Selling, Joseph G. Seltzer, Robert 
L. Stephens, W. Dean Steward, Byrne E. Taylor, A. 
' Fred Turner, Jr. PAHOKEE: Chas. E. Creel. PALM 
BEACH: Russell D. D. Hoover, Oscar L. Kelley, Fred 
E. Manulis, Harry Moses. PENSACOLA: Frank B. 
Hodnette, Rosa L. Sullivay, Frank E. Tugwell. POM- 
PANO: George S. McClellan. PORT ST. JOE: Samuel 
B. Strong. RIVIERA BEACH: Frank M. Hewson, Jr. 

ST. AUGUSTINE: Reddin Britt, Hardgrove S. 
Norris. ST. PETERSBURG: Arnold S. Anderson, 
Eimer B. Campbell, Harry R. Cushman, Frederick L. 
Flynn, Abraham J. Gorday, Dean W. Hart, George F. 
Hieber, Peter B. Kersker, Orville N. Nelson, Edward 
V. Pollard, Selmer P. Smiseth, SANFORD: Orville L. 
Barks, Harry Z. Silsby. SARASOTA: John C. Patterson, 
Hugh G. Reaves, Henry J. Vomacka, Reaves A. Wilson. 
SEBRING: Howard V. Weems. SOUTH MIAMI: 
Donald E. Fortner. STUART: Walter F. Davey. TAL- 
LAHASSEE: Laurie L. Dozier, George H. Garmany, 
Francis T. Holland. 

TAMPA: Chadbourne A. Andrews, Leonard S. Annis, 
John R. Boling, Harold Carron, Frank V. Chappell, 
Edith M. Corlew, Oren A. Ellingson, James L. Estes, J. 
Brown Farrior, Elsie M. Gilbert, Chas. McC. Gray, 
Charles E. Hebard, Linus W. Hewit, Samuel G. Hibbs, 
Frank T. Linz, Paul J. McCloskey, Eugene B. Max- 
well, Wade C. Myers, Jr., Thomas F. Nelson, Hugh E. 
Parsons, Neal J. Phillips, William M. Straight, J. Max- 
well Williams, Jr., Wesley W. Wilson. VERO BEACH: 
John P. Gifford, James C. Robertson. WEST PALM 
BEACH: Joseph C. Bernstein, Thomas E. Daly, C. 
Jennings Derrick, S. Ward Fleming, W. Wellington 
George, Richard S. Gill, Charles McD. Harris, Jr., Law- 
rence R. Leviton, David W. Martin, Lloyd J. Netto, S. 
Richard Ombres, Ralph M. Overstreet, Jr., William Y. 
Sayad, Vitol S. Shepard, Edgar W. Stephens, Jr., Laurie 
R. Teasdale, William H. Weems. WINTER HAVEN: 
Waldo Horton, Lee E. Parmley. WINTER PARK: Ruth 
S. Jewett, Henry J. Wiser. 


Pa 


BLUE SHIELD DOCTOR’S SERVICE 
REPORT 


Proper completion of the Doctor’s Service 
Report at the time a claim is made is of great 
importance to the physicians and to the Blue 
Shield Plan. Claims should be made on the Doc- 
tor’s Service Report and sent to the Florida Med- 
ical Service Corporation not later than the last 
day of the month in which the patient is dis- 
charged. Prompt payment of claims depends 
on the completion in detail of these reports. 

The proper name, contract number and group 
number of the Blue Shield member must be in- 
dicated so that no time will be lost in the identifi- 
cation of the patient. “Service Date” means the 
date of surgery, not the date that the contract 
became effective. Correct information as to the 
date that the physician advised the necessity of 
surgery protects not only the plan but also the 
physician since the plan can only continue to 
operate on its present rate and payment struc- 
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ture by paying legitimate claims. Claims for 
anticipated surgery are not honored. 

Along this same line, the physician should 
indicate whether or not the patient was referred 
by another physician. If such is the case, it is 
necessary that the plan know the physician’s 
name since he may have advised surgery before 
referring the patient, and the patient may have 
taken out a Blue Shield contract to cover the 
anticipated operation. 

The next question concerns whether or not 
the patient was injured while working on the job. 
The rates charged by the plan are not set up to 
cover Workman’s Compensation cases. It is 
necessary that the physician show on the report 
the place where surgery was performed. The con- 
tract covers minor surgery performed in the pa- 
tient’s home and the doctor’s office as well as 
in the hospital, and major surgery performed in 
a hospital. The hospital where surgery is per- 
formed must be approved by the American Med- 
ical Association. 

The final diagnosis, as well as the detailed 
surgical procedure, should be shown. The ap- 
pearance of the identifying code number on the 
report will assist the plan in determining the pay- 
ment to the physician. Special attention is called 
to the section of the report requesting the name 
of the radiologist, anesthetist, and/or pathologist 
on the case. Participating physicians who ren- 
der these services and who are not in charge of 
the case will be reimbursed for such services. 
Supplemental reports will be sent to them. 

The cooperation of participating physicians 
in promptly and properly completing the reports 
is an important factor in maintaining the reputa- 
tion Blue Shield has already established for the 
prompt and fair payment of claims. 





| STATE BOARD OF HEALTH 





Dr. Charles H. Blandford has been appointed 
director of the Marion County Health Depart- 
ment with headquarters at Ocala. Dr. Bland- 
ford was formerly the director of the Hardin 
County Health Department at Elizabethtown, Ky. 


Dr. George A. Dame, director of the Bureau 
of Local Health Service of the Florida State 
Board of Health, was elected chairman of the 
Section on Public Health of the Southern Medical 
Association at its meeting in Miami, Oct. 25- 
28, 1948. 
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Dr. J. Brown Farrior of Tampa received the 
First Award for his scientific exhibit entitled 
“The Fenestration Operation,” which was shown 
at the annual meeting of the Southern Medical 
Association held in Miami in October. 


=F 


Thirteen members of the Florida Medical 
Association attended the Clinical Congress of the 
American College of Surgeons which was held in 
Los Angeles in October. They are Drs. Gordon 
H. McSwain, Arcadia; Joe I. Turberville, Cen- 
tury; F. Hardy Bowen, Jacksonville; Edgar Wat- 
son, Lakeland; Howard G. Holland, Leesburg; 
John W. Snyder, Miami; Thomas C. Butt, Carl 
D. Hoffmann, Eugene L. Jewett, Carl S. Mc- 
Lemore, Wm. E. Westcott, Orlando; Luther C. 
Fisher, Jr., Pensacola; J. Brown Farrior, Tampa. 


P24 


The next written examination and review of 
case histories (Part I) for all candidates to the 
American Board of Obstetrics and Gynecology 
will be held in various cities of the United States 
and Canada on Feb. 4, 1949. Notice of the exact 
time and place of the examinations will be sent 
to all candidates in advance of the examination 
date. Candidates who successfully complete the 
Part I examination proceed automatically to the 
Part II examination to be held May 8-14, 1949 
at the Hotel Shoreland in Chicago. 

Application forms and bulletins are sent upon 
request made to American Board of Obstetrics 
and Gynecology, 1015 Highland Building, Pitts- 
burgh 6. 

Pa 


The second midwinter meeting of the Florida 
Society of Ophthalmology and Otolaryngology 
will be held at the Robert Richter Hotel in Miami 
Beach on Wednesday, January 12. The scien- 
tific program will be opened at 8 p.m. by Dr. 
Bascom H. Palmer, president of the society. A 
motion picture entitled, “The Function. of the 
Ear in Health and Disease,” by Dr. H. G. Kob- 
rak and Joseph E. Hind, will be shown by Dr. 
Paul H. Holinger of Chicago. Dr. John H. 
Dunnington of New York will speak on “Thoughts 
on Some Surgical Subjects.” Dr. A. C. Fursten- 
berg of Ann Arbor, Mich., will speak on “A 
Clinical Consideration of Tumors and Cysts of 
Teratological Origin.” 
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Dr. Leland F. Carlton of Tampa was elected 
president of the Association of Seaboard Air Line 
Railway Surgeons at the annual convention held 
in St. Petersburg in November. Dr. Francis H. 
Langley, president of the Pinellas County Medi- 
cal Society, made an address of welcome. 

Sw 

Dr. V. Marklin Johnson of West Palm Beach 
was elected to serve a three-year term on the 
Board of Censors of the American Society of 
Clinical Pathologists at the annual meeting which 
was held in Chicago in October. 

aw 

The Miami Obstetrical and Gynecological 
Society will hold its next regular meeting on 
January 13 at the El] Comodoro Hotel in Miami. 
The newly-elected officers for the 1948-49 term 
are Drs. Homer L. Pearson, president; Ralph 
W. Jack, vice president; John D. Milton, secre- 
tary; Edward F. Fox, treasurer; Robert T. 
Spicer, member of the council; Harry Kraff, 
editor of Transactions. 

aa 

The United States Chapter of the International 
College of Surgeons will hold a sectional meeting 
in Miami on January 20 and 21. 





MARRIAGES AND DEATHS 





MARRIAGES 


Dr. Abraham J. Gorday of St. Petersburg and Miss 
Carmel Dunford were married on Aug. 22, 1948. 


DEATHS——-MEMBERS 


Dr. Leonard A. Baker, Miami Nov. 5, 1948 
Dr. William H. Bradford, Chevy 
Chase, Md. es Nov. 15, 1948 
Dr. Arthur W. Wood, Miami ; Nov. 21, 1948 
Dr. Bruce F. Butler, Hollywood Nov. 12, 1948 
DEATHS—OTHER DOCTORS 
Dr. Paul Beachamp, Science Hill, Ky...... June, 1948 


Dr. George W. Wood, Oxford .... veueeeNov. 2, 1948 
Dr. James M. Lilly, Fayetteville, N.C......Aug. 1, 1948 
Dr. George W. Sherouse, Campville Nov. 29, 1948 


Pa 


WANTED association or assistantship with F.A.C.S. 
in Florida with idea of permanent residence. Graduate 
of A school, good training and experience. Have Florida 
license. Age 49; married. Write 69-21, P. O. Box 1018, 
Jacksonville, Fla. 


4 
FOR SALE: Model E Beck-Lee electrocardiograph; 
first rate condition. Reasonable offer accepted. Write 
Box 1228, Clearwater, Fila. 
P24 
FOR RENT: Large ground floor doctor’s office; 
designed and built by doctor and continuously occupied 
by doctors. Dignified and professional looking exterior. 
Suitable for one or more doctors. Splendid downtown 
location; an ideal setup for a very successful practice. 
Daytona Beach is one of Florida’s fastest growing 
cities. Write or telephone (4629) Rufus B. Hipp, Real- 
tor, Dayona Beach, Fla. 


PUBLIC RELATIONS 
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FLORIDA ACADEMY OF PUBLIC MEDICINE 
PUBLIC RELATIONS FOR 
FLORIDA MEDICAL ASSOCIATION 
OFFICERS 
Rozert ‘T. Spicer, M.D., President..........+.+- Miami 
Louis M. Orr, II, M.D., 1st Vice Pres......... Orlando 
W. Duncan Owens, M.D., 2nd Vice Pres...Miami Beach 
Suacer Ricuarvson, M.D., Sec’y-Treas...... Jacksonville 
OTHER DIRECTORS 
Jawns R.. Bourwans, Je., B.D......cccccccccscees Lakeland 
a rE I, I-66 60-46: 0 o0cecoecenweonwnen 7ampa 
a: ee ere Palatka 
DB, Fee TOR, Fig, Meili occ ccivcccocccces Gainesville 
mosent BG. Wantnase, B.0........cccccescecees Lake City 
Frepverick K. Herpet, M.D........... West Palm Beach 
Daan W. Hewes, FD... < cccvccscvcess Coral Gables 
Beemer BD. Bees, Bio. cccccccccoscesees Jacksonville 
Ramen ©. Tees, TDBk.cccccocescccecese St. Petersburg 
ee TEs TR, Bone ooo ei cseecinsecs 7 allahassee 
Puane G. Stdeceree, B.D. ...6..ccccescsecs Jacksonville 
ee Miami 
Dencan T. Melowan, B.D.....cccccccccevsccces Orlando 
EXECUTIVE SECRETARY 
I CII ocean cccuweewsesecanees Jacksonville 











Editor’s Note: 


The purpose of the Academy is to promote a program 
of public relations under the supervision of the Florida 
Medical Association. At present all officers and members 
of the Academy are also members of the Florida Medical 
Association. 


Legislation of vital concern to the medical 
profession will hold the spotlight in the days 
immediately ahead. Many are figuring that 
this is the crucial year. Some form of com- 
pulsory health insurance legislation is certain 
to receive consideration by the Eighty-First 
Congress. The Washington office of the Amer- 
ican Medical Association advises that it will be 
wise to await the President’s message to Congress 
before attempting to predict the probable course 
of events. In the meantime, doctors who are 
acquainted with Congressmen can see that these 
gentlemen are informed as to the dangers in- 
herent in tampering with the present system of 
medical care in this country. 

vw 

Dr. Rufus Thames of Milton was the choice 
of the Florida Medical Association to represent 
this state in the national “General Practitioner of 
the Year” contest, sponsored annually by 
A.M.A. Information concerning Dr. Thames and 
his contribution to the medical profession can be 
found in the December issue of The Journal. 

Tribute to these outstanding men of medicine 
by their fellow physicians offers the best in 
medical public relations. All throughout the 


state, as his story was read in newspapers or 
heard on the air, people heard the name of a-West 
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Florida physician but they saw the face of their 

own family doctor. For some time to come, at 

least, it will be difficult to sell these people on a 

different kind of medical system, for this country. 
Zw 

The Leon-Gadsden-Liberty-Jefferson-Wakulla 
County Medical Society devoted its regular 
quarterly meeting on November 4 to a program 
designed to acquaint the members of the society 
with the legislative and public relations programs 
of the State Association. Dr. J. Maxey Dell, Jr., 
and Mr. Ernest R. Gibson of the Academy were 
present to explain these programs on the state 
level and to make suggestions as to the aid which 
must come from the component societies. 

Zw 

On November 20 the initial issue of the offi- 
cial newsletter of the Florida Medical Association 
made its appearance. Known as BRIEFS these 
bits of pertinent information are ably described 
by the title. It is hoped that these briefs, timely, 
short and to the point, are proving of value to the 
members. 

Currently these are being mailed to the pres- 
idents, secretaries and chairmen of legislative and 
public relations committees of county medical 
societies, officers and chairmen of committees of 
the State Association and others. A copy will be 
mailed directly to any member of the Association 
upon request. 


“Health Topics,” an educational column pre- 
pared exclusively for weekly and semi-weekly 
newspapers, is now being translated into Spanish. 

Shortly after the introduction of “Health 
Topics,” editor Ruben Fabelo of the YBOR CITY 
SUNDAY NEWS requested a mat of the head- 
ing. Said Mr. Fabelo, “We can change the Eng- 
lish words and use the emblem.” Now these 
columns are appearing regularly in this newspaper 
in Spanish. The same caduceus as appears in Eng- 
lish newspapers is there, but the words beside it 
are “Topicos de Salud.” 

ya 

Federal Security Administrator Oscar Ewing 
well recognizes the potency of an educational cam- 
paign carried on at the local level. He has urged 
state and territorial health officers to carry his il- 
logical arguments favoring a national health in- 
surance to the “grass roots.” 

No group has better facilities than the medical 
profession with its county medical societies to 
utilize the procedure of local approach. There is an 
excellent opportunity for each medical society. to 
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beat Mr. Ewing at his own game by taking steps 
to see that its own public is well informed as to the 
dangers inherent in tampering with a system of 
medical care second to none in the world. 





NEW MEMBERS 





The following doctors have joined the State 
Association through their respective county medi- 
cal societies during the month. 

Barney, Burton F., West Palm Beach 

Engle, Howard A., Miami Beach 

Glenn, Walter J., Jr., Ft. Lauderdale 

Hockenberry, Everette D., Miami 

Jenkins, Paul H., Orlando 

Norman, Estella G., Miami Springs 

Ragland, Robert B., Jacksonville 

Schwarz, Charles A., Miami Beach 

Stein, Charles, Miami 

Zuckerman, Leo A., Miami Beach 
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DeSOTO-HARDEE-HIGHLANDS-CHARLOTTE- 
GLADES 


The November meeting of the DeSoto-Har- 
dee-Highlands-Charlotte-Glades County Medical 
Society was held at the Aqua Vitae Springs. The 
guest speaker, Dr. J. Brown Farrior of Tampa, 
presented. papers on “Treatment of Cancer of the 
Larynx” and “The Fenstration Operation for 
Deafness.”” The papers were illustrated with 
slides and movies. 

Zw 


LEON-GADSDEN-LIBERTY-WAKULLA- 
JEFFERSON 


The quarterly meeting of the Leon-Gadsden- 
Liberty-Wakulla-Jefferson County Medical So- 
ciety was held in Quincy on November 4. At the 
business meeting the following officers were elect- 
ed for 1949: Dr. Merritt R. Clements of Talla- 
hassee, president; Dr. James B. O’Connor of 
Chattahoochee, vice president; Dr. Edward C. 
Love, Jr., of Quincy, secretary-treasurer. 

A program was devoted to a consideration of 
medical public relations and was highlighted with 
talks by Dr. J. Maxey Dell, Jr., of Gainesville 
and Mr. Ernest R. Gibson of Jacksonville, exe- 
cutive secretary of the Florida Academy of 
Public Medicine. 


4 
MARION 


The annual seafood suppor of the Marion 
County Medical Society was held on November 
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17 at the Magnolia Lodge in place of the regular 
monthly meeting. Refreshments were served to 
the following doctors and their wives: Drs. Will- 
iam H. Anderson, Jr., Hugh H. Barfield, T. 
Hartley Davis, Bertrand F. Drake, William H. 
Garvin, Jr., Henry L. Harrell, Carl S. Lytle, 
William J. McGovern, John N. Moore, Eugene 
G. Peek, Eugene G. Peek, Jr., Ralph E. Russell, 
E. Laurence Scott, Robert E. Thompson and 
Herbert M. Webb, Jr. Dr. William B. Moon of 
Crystal River was a guest. 
aw 
NASSAU 
Members of the Nassau County Medical 
Society met on November 26 and elected offi- 
cers for the 1949 term. Dr. David G. Hum- 
phreys was chosen president of the society and 
Dr. John W. McClane was re-elected secretary- 
treasurer. 


fw 
PASCO-HERNANDO-CITRUS 


Members of the Pasco-Hernando-Citrus Coun- 
ty Medical Society were entertained at the No- 
vember meeting by Dr. S. Carnes Harvard of 
Brooksville. At the meeting, Dr. William G. 
Mason reported on the blood bank meeting which 
had been held in Pinellas County and Dr. Robert 
G. Nelson of Tampa, a guest, discussed the 
recent cancer seminar held in Tampa. 

The following members attended the meet- 
ing: Drs. William H. Walters, Jr., John T. Brad- 
shaw, George R. Creekmore, S. Carnes Harvard, 
William G. Mason, William B. Moon. Guests in- 
cluded Drs. William H. Garvin, Jr., of Dunnel- 
lon, Arthur R. Knauf, Blackburn W. Lowry and 
Robert G. Nelson, all of Tampa. 


ae 
PINELLAS 


At the November 1 meeting of the Pinellas 
County Medical Society, a motion was passed 
to form a Cancer Control Clinic. Action was 
taken following a talk on the cancer control pro- 
gram by Dr. Roger F. Sondag, director of the 
Bureau of Preventable Diseases of the Florida 
State Board of Health. 

Resolutions approving the adoption and en- 
forcement of the Rabies Control Ordinance were 
adopted. Resolutions approving mass chest x-ray 
studies by the Florida State Board of Health also 
were adopted. 

Dr. Albert R. Frederick, chairman of the 
scientific program and entertainment committee, 
introduced Dr. Walter H. Winchester who spoke 
on tetanus and presented’ a case “report. The 
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report was discussed by Drs. T. Paul ,Haney, 
director of the Pinellas County Health Unit, Ed- 
ward L. Cole, Jr., Rowland E. Wood, M. Eld- 
ridge Black and Roderick C. Webb. 


-— 4 
POLK 
Members of the Polk County Medical Society 


held their first fall meeting on October 25. The 
speakers included Drs. Duncan T. McEwan and 
Robert E. Zellner of Orlando, who _ spoke 
on “Substernal Goiter.” Dr. Roger F. Sondag, 
director of the Bureau of Preventable Diseases 
of the Florida State Board of Health, spoke on 
the need of cancer clinics. 


Zw 
PUTNAM 
At the November meeting of the Putnam 


County Medical Society, Dr. Eugene H. Silver- 
stone of the Veterans Administration, Lake City, 
spoke on low back strain and intervertebral disk. 
Dr. Lawrence G. Hebel presented a reel on angina 
pectoris, illustrating the symptoms and treat- 
ment. 

Members present included Drs. Grover C. 
Collins, James W. Davidson, Edward W. Ford 
and Bernard E. Kane. 


Pa 
ST. LUCIE-OKEECHOBEE-MARTIN 
At a regular meeting of the St. Lucie-Okee- 


chobee-Martin County Medical Society held on 
November 18 at Stuart, the following officers 
were elected to serve during 1949: Dr. Adrian 
M. Sample, president; Dr. Steve R. Johnston, 
vice president; Dr. Jerome A. Megna, secretary- 
treasurer. 


Zw 
SARASOTA 
Members of the Sarasota County Medical 


Society met on November 9 at the Sarasota Bay 
Country Club to hear Dr. F. Bayard Carter, 
professor of obstetrics and gynecology at Duke 
University, Durham, N. C., and Dr. Walter L. 
Thomas, associate professor. 


OBITUARY 
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SEMINOLE 

Members of the Seminole County Medical 
Society held a supper meeting at the Anchor in 
October with Dr. Harry Z. Silsby presiding. 
Members present included Drs. Orville L. Barks, 
Wade H. Garner, Leonard I. Munson, Charles 
L. Parks, Frank L. Quillman, James A. Smith 
and Julian N. Tolar. Dr. Charles M. Callis of 
Sanford was a guest. 


EDWARD MEADOW 


Dr. Edward Meadow of Miami died of a 
heart attack on Oct. 10, 1948 at the Biscayne 
Hospital in that city. He was 39 years of age. 

Dr. Meadow was born in Omaha, Neb., and 
received his medical training at the Loyola Uni- 
versity School of Medicine in Chicago, from 
which he was graduated in 1935. He came to 
Miami from Canton, Ohio, ten years ago. His 
skill in surgery received nationwide attention in 
1947 when he performed a successful operation 
on a patient who had suffered an internal hemor- 
rhage. 

He was the first director of the Biscayne 
Hospital when it was founded in 1946. At the 
time of his death, he was one of the owners as 
well as president and chief of the surgical staff 
of the hospital. 

Dr. Meadow was a fellow of the American 
Medical Association and a member of the Florida 
Medical Association and the Dade County Med- 
ical Association. Locally, he was a member of 
the Harvey Seeds Post of the American Legion. 

He is survived by his wife, Mrs. Sarah Mea- 
dow; his mother, Mrs. Jennie King; two sisters, 
Mrs. Ruth Ricco and Miss Elizabeth Meadow, 
all of Miami; and his father, Meyer Meadow of 
Canton, Ohio. 
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Bowel Management 
of the Irritable Colon... 





“As an aid in reestablishing a normal rhythm, the tem- 
porary use of a bland bulk-producer ... may be bene- 
ficial. ... Patients having irritable colon who believe they 
are suffering from constipation commonly use high-residue 
diets, ... They may not realize that this practice is similar 
to using irritating cathartics or large enemas and often 
increases the tendency to constipation by increasing 
spasm of the colon."* 





Metamucil is ‘a bland bulk-producer” which gently 
initiates reflex peristalsis and movement of the 
intestinal contents. The “smoothage” therapy of 
Metamucil encourages a return of the normal func- 
tion of the colon without irritating the mucosa. 


METAMUCIL 


is the highly refined mucilloid of Plantago ovata 
(50%), a seed of the psyllium group, combined 
with dextrose (50%) as a dispersing agent. 





A Xs 
* above a 


SEAR LE RESEARCH IN THE SERVICE OF MEDICINE 








*Collins, E. N.: The Diagnosis and Treatment of Irritable Colon: Physiologic, Local, 





Irritative and Psychosomatic Factors, M. Clin. North America 32:398 (March) 1948. 
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Potent, convenient, flexible dosage form 
Designated for use in pediatrics and geriatrics 


VITAMIN CONCENTRATED 


OLEO VITAMIN 


€¢PROPS'~ ap pROPS 


Each drop supplies 5 mg. of 


vitamin C Each drop supplies 2,000 units 


vitamin A, 333 units vitamin D 


Supplied in dropper bottles of ae 
15 cc. Supplied in dropper bottles of 


15 cc. and 60 cc. 





VITAMIN PRODUCTS, INC., MOUNT VERNON, N. Y. 

















J. Froripa M. A. 
January, 1949 





WOMAN’S AUXILIARY 


TO TH2 


FLORIDA MEDICAL ASSOCIATION, INC. 
OFFICERS 
Mrs. L. E. Parmvey, President.......... Winter Haven 
Mrs. C. F. Ilenrey, President-elect........ Jacksonville 
Mes. R. J. Jaun, Ist Vice Pres......0.- Winter Haven 
Mrs, C. R. DeArmas, 2nd Vice Pres.....Daytona Beach 
Mrs. R. G. Lewis, 3rd Vice Pres..... West Palm Beach 
Mrs. B. A. Wirkinson, 4th Vice Pres..... Tallahassee 
Mrs. C. R. Monrcan, Jr., Recording Sec’y.....Miami 
Mrs. F. E. Bexr, Corresponding Sec’y......... Gainesville 
Bene. WH. Bb, “Peee. THN iocécecccesccwes Lakeland 


COMMITTEE CHAIRMEN 


Mrs. C. D. Rorutns, Editorial............ Jacksonville 
Mrs. J. R. Boutware, Jr, linance. ..- Lakeland 
as. F. 3. Peat, Betiiicsccccsesces .-Orlando 
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3. See that Hygeia is on the reading table in 
every beauty shop, golf club, lodge, hospital, 
library, and so forth. 

4. Obtain subscriptions from all officers of 
allied health organizations and from every pres- 
ident of the Parent-Teacher Association. 

5. Introduce Hygeia into every family, es- 
pecially those in which there are young children. 





Amlulance Serice 


FERGUSON FUNERAL HOME, INC, 


1201 South Olive 
WEST PALM BEACH, FLA. 




















Mas. II. G. Coxe, Legislation.........0. Tampa 
Mrs. C. Il. Murpuy, Postwar Planning........Bartow 
Mrs. S. R. Liccinsotnam, Jr., Program.......... Tampa 
Mxs. J. L. Anvexson, Public Relations............ Miami 
Mrs. T. A, Snow, Student Loan Fund....... Gainesville 
ees. BR. A. Wesnete, Bebindiecccccccccccesccce Sarasota 
Mrs. KR. J. Jaun, Orgamzation.......... \Vinter Haven 
Mrs. F. W. Kruecer, Revisions............ Jacksonville 
Mrs. W. C. Wittitams, Jr., Ilisturian.. West Palm Beach 
Mrs. L. M, Jenkins, Varliamentarian............. Miami 
ees. B.. OE, Cnet, Ts ios 8k ccccncccees Orlando 
SARASOTA AUXILIARY ENTERTAINS 


Wives of the physicians who attended the 
Southwest Medical District Meeting of the Flor- 
ida Medical Association on Wednesday, October 
20, were entertained by the Woman’s Auxiliary 
to the Sarasota County Medical Society assisted 
by wives of Manatee county physicians. 

A tour through the Ringling Home was fol- 
lowed by an informal afternoon tea on the 
grounds of the Villa Serena. Later in the eve- 
ning the wives joined the doctors for dinner at 
the Sarasota Bay Country Club. 

Mrs. Lee E. Parmley of Winter Haven, pres- 
ident of the Woman’s Auxiliary to the Florida 
Medical Association, Mrs. Chester H. Murphy 
of Bartow, past president, and Mrs. Robert 
J. Jahn of Winter Haven, chairman of the state 
committee on organizaton, were among the guests. 


Pa 


HYGEIA 
Since 1931 the national auxiliary has ac- 
cepted as one of its projects the promotion of 
the distribution of Hygeia. In addition to being 
a source of authentic health information, this 
publication is especially adapted to the laymen. 
Members of the auxiliary should endeavor to: 
1. Make every member of the Florida Medi- 
cal Association a subscriber. 
2. Make every dentist a subscriber. 


923 Cherokee Road, 
THE STOKES SANITARIUM 923 Cheroi Kontec 

* Our ALCOHOLIC treatment destroys the craving. restores the ap; 
tite and sleep, and rebuilds the physical and nervous condition of! the 
patient. Liquors withdrawn gradually; no limit on the amount neces- 
sary to ig or relieve delirium. 

MENTAL patients have every comfort that their home affords. 

The DRUG treatment is one of gradual Reduct! on. It relieves the 
constipation, restores the appetite and sleep; withdrawal pains are 
Seciees No Hyoscine or rapid withdrawal methods used unless patient 

jesires same. 

NERVOUS patients are accepted by us for observation and diagnosis 
as well as treatmen 
E. W. STOKES, Medical Director, Established 1904. 
Telephone—Highland 2101 
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Inorganic and Organic Chemicals 
Biological Stains - Solutions 
Chemical Indicators - Test Papers 

and Lab y Supply Houses 


i| The COLEMAN & BELL COMPANY, Inc. 


| MANUFACTURING CHEMISTS NORWOOD, OHIO, U.S. A. 


COLEMAN G BELL or0001, Ohio 





PATRONIZE OUR ADVERTISERS 





BISCAYNE HOSPITAL 


6339 Biscayne Blvd. 
MIAMI 38, FLORIDA 


Members of the Dade County 

Medical Association are ac- 

quainted with the high type 
of service rendered. 


Frances Spieler, Superintendent 
David Collins, Business Manager 


Registered, American Medical Association 





Phone 7-4544 
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Discussing the general treat- 
ment of low back pain ina 
recent article, an orthopedic 
surgeon* comments on sup- 
ports (among other items) as 
follows: “The second remedy 
tried by time is further rest 
provided by support after the 
patient gets out of bed. Various 
corsets, braces, and casts have 
been used and the one criterion 
is that they be well fitted and 
do the work intended.” 
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For the Intermediate- 
to-Stocky Type of Build 


The Camp lumbosacral support (illustrated) fits down over the gluteal 
region and restricts the motion of the pelvic and lumbar joints. The 
lower adjustment following about the major portion of the pelvic girdle 
is a prime factor in relieving the weight-bearing joints of the lower spine. 


The support lends itself readily to reinforcement with the Camp spinal 
brace (illustrated). The brace is made of spring steel and comes in 
varying lengths — twelve, fourteen, sixteen, and eighteen inch lengths. 
Aluminum uprights and pads are also provided by Camp for reinforce- 


ment of orthopedic supports. 


Camp fitters are trained and supervised by nurses and instructors. 


*Hugh T. Jones, M.D. 


Low Back Pain from the Orthopedic Stand point 


California Medicine 
Vol. 68, February, 1948 


S. H. CAMP and COMPANY «: JACKSON, MICHIGAN 


World’s Largest Manufacturers of Scientific Supports 
Offices in New York * Chicago * Windsor, Ontario * London, England 
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a BOOKS RECEIVED 


YOUR BABY, THE COMPLETE BABY BOOK FOR MOTHERS 
AND FATHERS. By Gladys Denny Shultz and Lee Forrest 
Hill, M.D. Price, $3.50. Pp. 278. New York: Doubleday 
& Co., Inc., 1948. 

This unique and particularly attractive book by 
Gladys Denny Shultz, contributing editor of the Ladies’ 
Home Journal, and Dr. Lee Forrest Hill, former presi- 
dent of the American Academy of Pediatrics, is the first 
book to recognize that Father as well as Mother needs 
instruction. It contains all the information a new 
father ought to know and explains how a father, by 
sharing in the care of the child, can get to know and 
understand his frequently bewildering offspring. 

The book is filled with pertinent information for 
expectant mothers, and contains chapters of vital infor- 
mation incorporating latest changes in medical thinking. 
A special feature is the picture section, in which im- 
portant instructions are illustrated by photographs and 
drawings. There is also a record section which, when 
filled in, will make the book a treasured personal history 
of the baby’s early years. Covering everything from the 
time pregnancy is first suspected, through birth, infancy, 
and up to the time the child reaches school age, the book 
is thoroughly readable, complete and easy to understand. 


P24 


CANCER MANUAL, STANDARDS FOR THE DIAGNOSIS AND 
TREATMENT OF CANCER. By the Cancer Committee of 
the Iowa State Medical Society. Ed. 2. Price $1.00. Pp. 
160. Iowa City, Iowa: Athens Press, 1948. 

This Cancer Manual is a compendium for the medi- 
cal profession. The first edition in 1937 proved so 
popular that well over 50,000 copies were distributed 
to the physicians of several states. The present edition 
embodies the many developments of the intervening 
eleven years in the fields of cancer diagnosis and therapy. 

The volume is offered as a fresh reminder that can- 
cer, the second leading cause of death, kills 3,600 people 
annually in Iowa, one every three hours, and that 
probably one half of these deaths could be prevented by 
earlier treatment. It discusses cancer in the various 
parts of the body under such headings as early and late 
signs, history, diagnosis, differential diagnosis, treatment 
and prognosis. 
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CONTROL OF PAIN WITH SADDLE BLOCK AND HIGHER 
SPINAL ANESTHESIA. Edited by J. H. Walton, M.D. Pp. 52. 
Summit, N. J.: Ciba Pharmaceutical Products, Inc., 1948. 

This booklet describes and illustrates the use of saddle 
block for obstetric analgesia and for surgical procedures, 
and spinal anesthesia for abdominal section, devoting a 
final section to nupercaine, its chemistry and pharmaco- 


logy. 
sw 

A BRIEF HISTORY OF THE SOUTH CAROLINA MEDICAL 
ASSOCIATION. By Joseph Ioor Waring, M.D. Pp. 197. 
Charleston, S. C.: The South Carelina Medical Associa- 
tion, 1948. 

As a feature of the 1948 Centennial Meeting of the 
South Carolina Medical Association, a committee headed 
by Dr. J. I. Waring prepared “a sketch of medicine in 
the state in respect to its organized form, that is to say, 
a brief story of those agreements and disagreements 
between physicians themselves, between physicians and 
the public, or its legislators, those efforts for improve- 
ment of training and efficiency of doctors of medicine, 
as well as those attempts to better the private lot of the 
doctor himself.” As it traces the beginnings and the 
growth of organized efforts of physicians to improve 
the status of themselves, their patients and the public 
health of the state, the account takes stock of the vagar- 
ies of the association’s youth and the more stable phil- 
osophy which it has acquired in its century of life. 
This valuable contribution to medical ‘history includes, 
in addition, short historical sketches of various medical 
societies and institutions of South Carolina. 
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Advertisement 









bi) From where I sit 


; 3 4y Joe Marsh 





“Husbands, Wives, 
and Marriage” 


Maybe you read that survey pub- 
lished recently in one of the national 
magazines, entitled ‘‘Husbands, 
Wives, and Marriage.” 

It showed that among happily 
married couples, those who criticized 
themselves outnumbered those who 
criticized the other person. Among 
unhappily married couples, it was just 
the opposite—each one tended to criti- 
cize the other. 


That’s the way it is in our town, 
as I guess it is in yours. Criticism, 
whether it’s of a wife’s taste for hats, 
or a husband’s taste for pipe tobacco 
and an evening glass of beer or ale, is 
a sure start towards unhappiness. 

As for what made happy marriages, 
companionship within the home was 
listed most important of all. And from 
where I sit, a husband and wife who 
can spend an evening by the fire—with 
nothing more exciting than a glass of 
beer, and a friendly conversation— 
are a truly well-matched couple! 


Gee Marsh 





Copyright, 1 948,U. niled Stateg Brewers Foundation 
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HEN you get used to Byron 

Thompson service, it /s hard to 
think of an occasion when NOT to 
call the Byron Thompson Man. 

In the matter of new equipment— 
we've got it. World-famous brands 
of almost any kind of equipment you 
need for hospital, laboratory or of- 
fice. 

Repairs? When the equipment you 
do have goes on the blink, the Byroao 


“This time, Joe, let’s NOT 


call the BYRON THOMPSON MAN” 


Thompson Man's right on the job. 
He arranges to have an experienced 
service man fix things up in jig-time. 

Supplies? Our complete stocks of 
all sorts of supplies and fast delivery 
service make it possible to eliminate 
much of your stock inventory with 
correspondingly more usable space 
and working capital. 

For complete service in all depart- 
ments — CALL THE BYRON 
THOMPSON MAN! 


Byron Thompson ¢ Company 


ESSENTIALS 





DISTRIBUTORS OF HOSPITAL, PHYSICIANS AND 
LABORATORY SUPPLIES AND EQUIPMENT 


FOR 
SCIENTIFIC 
PROGRESS 


JACKSONVILLE... MIAMI > ORLANDO 








